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CANCER OF THE CERVIX 


T the 1932 Congress of the American Col- 
lege of Surgeons, Franklin H. Martin (178) 
sounded the following keynote for an en- 

thusiastic symposium on cancer: “Carcinoma is 
curable by the use of well-known and established 
methods of treatment.’ Martin is convinced that 
one-third of the 150,000 cancer deaths per year in 
the United States and Canada would be avoided 
if all cases of cancer could be diagnosed early and 
treated promptly. He appreciates that ethical 
publicity on cancer cures is necessary to raise the 
morale both of the laity and of the profession. 
The August 19, 1933, issue of Collier's Weekly 
says, “The American College of Surgeons has in 
its files today authenticated records of 8,840 pa- 
tients who have been definitely cured of cancer. 
Many of them did not begin treatment until they 
were past the first stages of the disease.’’ Martin 
further urges that all persons with cancer, even 
those with apparently extensive lesions, be given 
the benefit of treatment, since the progress of the 
disease may be retarded or the growth may even 
be destroyed and a complete cure obtained. Cros- 
sen (48) feels encouraged about the situation 
because a considerable number of women, includ- 
ing those not treated until the cervical growth has 
reached an advanced stage, are cured by the 
treatment available today and this is accom- 
plished without the high mortality that attended 
the treatment necessary to cure even early cases 
in former times. 


Heyman (122) prefers to express the results 
obtained from the treatment of cancer of the 
cervix in terms of absolute five-year cure, i.e., 
the number of women who are alive and free from 
recurrence five years after treatment in propor- 
tion to the total number with the disease who ap- 
plied for care. Accurate follow-up is essential 
because every patient who does not return for 
examination must be considered dead from can- 
cer. Bloodgood (19) agrees that the absolute, 
not the relative, number or percentage of cures is 
important. Newell (196) finds that, regardless 
of the treatment employed, clinics the world over 
report the incidence of absolute five-year cure at 
from 20 to 30 per cent. The incidence of such 
cure reported by individual gynecologists is as 
follows: Adler (1, 2) 19.8 per cent; Bonney (24), 
25.4 per cent; Haupt, (113), 29.1 per cent; Hey 
man (121, 122), 20.6 per cent; Holzbach (131), 
35.5 per cent; Kamniker (137), 27.9 per cent; 
Lacassagne (164), 26 per cent; Lynch (172), 20.3 
per cent; Newell (196), 22.3 per cent; Phillip 
(206), 26.5 per cent; Voltz (275, 276, 277, 278), 
24 per cent; and Ward (282), 25.9 per cent. 

According to Schiller (236), only earlier diagno- 
sis and more prompt treatment will greatly im- 
prove the results in cervical cancer. Graves (95) 
recognized that cancer of the cervix is frequently 
cured by the means now at our disposal, the likeli- 
hood of cure being directly proportional to the 
timeliness of the attack since every cancer passes 











through a stage when, theoretically, it is curable. 
According to Bloodgood (19), the important 
means by which cures can be increased are: (1) 
education of women and physicians with regard 
to the protective value of periodic pelvic exam- 
inations which would permit the diagnosis of 
cancer early, before symptoms appear and at a 
time when the lesion is amenable to curative 
measures, and (2) training of skilled radiologists 
to meet the increasing demands of cancer clinics. 
Refinements in the technique of administering 
present-day therapy, such as the coincident sur- 
gical exposure and radium treatment suggested 
by Curtis (52), will greatly increase its scope of 
usefulness and efficacy. 


PREVENTION 


Cancer of the cervix is most common in multip- 
arous women, and lacerations of the cervix along 
with the commonly associated inflammatory le- 
sions are generally considered to be its fore- 
runners. Most of those who advocate periodic 
pelvic examinations advise also the repair of 
lacerations and the eradication of chronic cer- 
vicitis, erosions, eversions and leucoplakia as 
prophylaxis against cancer. 

LACERATIONS. Bursey (34), Macfarlane and 
Howe (175), Massey (181), and Procter (218) 
urge routine inspection of the cervix at the con- 
clusion of the third stage of labor and recommend 
immediate repair of lacerations. As lacerations 
with associated infection are a common source of 
chronic leucorrhceal discharge, it is possible that 
obstetricians have been lax in searching for lacera- 
tions of the cervix and making primary repairs. 
Beall (13), Procter (218), Regaud (219), and 
others are convinced that infection and inflam- 
mation are more important than lacerations and 
scars as factors predisposing to the development 
of cancer. Wammock (281) claims that no defin- 
ite proof has yet been offered to show that cervical 
cancer begins primarily in an old laceration. 

Cervicitis, Erosion, AND Everston. Peple 
(203) advocates repair of cervical tears and erad- 
ication of unhealthy areas in the cervix because, 
on questioning his patients with cervical cancer, 
he learned that none of them had received such 
treatment. He cites interesting experiences re- 
ported by others. Of 1,700 cervices cauterized 
by Bartlett and Smith, cancer developed sub- 
sequently in none; of 5,962 cervices repaired or 
cauterized by Pemberton, cancer developed in 
only 5; and of 2,985 cases in which cervical tissue 
was excised by Huggins, cancer of the cervix was 
subsequently reported in none. Procter (218) 
says that eradication of disease in the cervix 
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means prevention of cancer; this is open to 
question. 

Beall (13) prefers cautery to trachelorrhaphy as 
a prophylactic measure. Bursey (34) and Procter 
(218) use the cautery for erosions and minor lac- 
erations; they reserve surgery for gross abnormal- 
ities, but advocate eradication of all lesions of the 
cervix. Crossen (47, 49) recommends prompt re- 
moval of areas of chronic irritation, particularly 
during the latter part of the child-bearing period. 
Hinselmann (123, 124) practices extirpation of 
unhealthy areas disclosed by the colposcope. 
Macfarlane and Howe (175), Phaneuf (205), 
Schmitz (237), and many others urge appropriate 
treatment of all cervical lesions. 

In this connection it is rather disturbing that 
Fusco (80, 81) had only slight success in producing 
cancer in experimental animals by irritating the 
cervix with coal tar. Neither could he confirm 
the contention of Cioli that previous bilateral 
odphorectomy renders animals more susceptible 
to the development of uterine cancer. 

CERVICAL STRICTURE. Curtis (51) writes, “I 
strongly suspect that strictural obstructions of 
the cervix may sometimes be a factor in the 
etiology of endocervical cancer.” It would ap- 
pear that cervical strictures are of more frequent 
occurrence than most gynecologists have realized, 
and that they often give rise to symptoms. The 
suggestion that they are of etiological significance 
in the development of cancer is worthy of con- 
sideration. 

LEUCOPLAKIA OF THE CERVIX. Martzloff (180) 
has found that leucoplakia develops most fre- 
quently at the transition zone between squamous 
and columnar epithelium. Grossly, the plaques 
vary in size, but are usually less than 5 mm. in 
diameter; they are white or pearl white and 
slightly elevated. On microscopic examination 
the epithelium of the leucoplakic zone appears 
more compact, but it is not always thickened. 
The epidermal papilla are more prominent, and 
there is hyperplasia of the basal layer. Often a 
subepithelial round-cell infiltration is found. 
Usually there is an irregularity of the basal zone 
and the transition from normal epithelium to 
leucoplakia is quite abrupt and distinct. Some- 
times cell changes such as are ordinarily con- 
sidered significant of a malignant lesion are seen, 
but there is no invasion of tissues. 

Martzloff believes that the term “precancer- 
ous,” if ever permissible, might be applied to 
leucoplakia of the cervix, but that the evidence is 
insufficient to warrant the conclusion that leu- 
coplakia provides the basis for the subsequent 
development of cervical cancer. ; 




















Kretschmer (158) recognizes simple leucoplakia 
as a benign lesion, but believes that cancer may 
develop in it after a period of years. Leucoplakia 
causes no symptoms; it is found during routine 
examination, and the colposcope is helpful in its 
recognition. To Kretschmer, radium radiation 
is the most satisfactory method of treatment. 
Haselhorst (112) reports 6 cases in which the 
colposcope was not necessary to diagnose the 
lesion; in 2, an early associated carcinoma was 
found. Probably amputation of the cervix is 
adequate treatment for these incipient cases. 

Touraine (264) demonstrated syphilis to be the 
cause in two-thirds of his 29 cases of leucoplakia 
of the cervix; in 40 per cent, an epithelioma de- 
veloped later. 

CANCER INA CERVICAL Stump. Any comment on 
cancer appearing in a cervical stump calls forth a 
violent protest from the advocates of routine 
complete (total) hysterectomy; they contend 
that such cancers are avoidable. Many so-called 
cancers in a stump already existed, but were un- 
recognized, at the time of the supravaginal 
hysterectomy. Prestini (217) suggests that a can- 
cer in the stump should be considered a new, 
rather than a pre-existing, lesion if it appears 
later than eighteen months after the subtotal 
operation; Forgue (75) places the dividing line at 
two years. 

Bends (17) treated 7 stump cancers in a series 
of 515 cervical neoplasms, and Gosset and Wallon 
(93) found 13 among 227 cancers of the cervix. 
Mayo (183) reports 99 cancers in the stump ob- 
served during a period of twenty years; 55 per 
cent of them were first recognized three years 
or more after the supracervical hysterectomy. 
Spencer (247) says that the large cancer clinics 
of Europe estimate that 3 per cent of their 
cervical cancers occur in a stump. 

Forgue (75) thinks that 1 per cent of all women 
subjected to supravaginal hysterectomy for 
fibroids will later develop cancer of the cervix. 
Polak estimated the incidence of cervical cancer 
after subtotal hysterectomy at 2 per cent; Pres- 
tini (217), at about 0.5 per cent; Tesauro, at 0.54 
per cent; Hartman, at 0.2 per cent; and Hochman, 
at 0.27 per cent. Spencer (247) makes the aston- 
ishing assertion that cancer is roo times more 
likely to develop in a cervical stump than in a 
cervix to which the corpus is still attached. 

Mayo (183) reports mortality statistics in op- 
erations for uterine fibroids. In 3,085 supravag- 
inal hysterectomies the mortality was 1.2 per 
cent, and in 1,588 complete hysterectomies, 1.8 
per cent. The slight difference may be explained 
by the fact that complete hysterectomy is usually 
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performed on patients who are more seriously ill 
than those subjected to the supravaginal hys- 
terectomy. Spencer (247) contends that there is 
practically no difference in the death rate after 
complete and subtotal hysterectomy for fibroids 
when the operations are performed by competent 
surgeons. He found sarcomatous changes in 0.6 
per cent of fibroids; previously unrecognized 
cancer of the cervix was discovered in 2 per cent 
and unrecognized cancer of the corpus in t per 
cent of goo myomatous uteri. 

If one is convinced that more patients will die 
as a result of the complete operation than from 
cancer. arising in a stump, Mayo (183) recom- 
mends caring for the cervix ten or twelve days 
later, either by vaginal removal, enucleation of 
the canal, or destruction of the endocervix with 
the electric cautery. Beall (13) advises against 
coring-out the endocervix at the time of the 
supravaginal hysterectomy. Molfino and Boero 
(189) recommend vaginal removal of the stump 
or electrocoagulation of the canal. Prestini (217) 
emphasizes that a supravaginal hysterectomy 
should not be performed in preference to a com- 
plete hysterectomy until the cervix has been 
carefully studied and co-existent carcinoma is 
definitely ruled out. 

Bends (17) regards radium radiation followed 
by removal as the best treatment for cancer of 
the stump. Forgue (75) finds that treatment is 
less difficult when the entire uterus is present. 


PATHOLOGY 


APPEARANCE OF EARLIEST CANCERS. Burger 
(32) reports an early cancer of the cervix dis- 
covered during a routine pelvic examination; it 
was a o0.75-cm. blanched area which looked like 
powdered sugar. Schiller (236) describes such 
miniature cancers as small, white, opaque, and 
sometimes wrinkled areas. As he finds it im- 
possible to differentiate them grossly from hyper- 
keratotic leucoplakia, he relies on the microscopic 
findings for a final diagnosis. Graves (95) be- 
lieved that the life cycle of a cervical cancer is 
about twelve years, that it passes through an ex- 
tended irritative stage of chronic cervicitis, and 
that there is a shorter but protracted phase of 
clinical latency when the lesion may be discov- 
ered with the aid of biopsy or may be found acci- 
dentally in tissue removed during a trachelor- 
rhaphy. Schiller (236) has observed that cancer 
usually starts in the unbroken squamous epithe- 
lium of the portio near the external os and tends 
to spread laterally and superficially without in- 
yading deeper tissues. On microscopic exami- 
nation he finds a distinct line of demarcation 
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between normal and cancerous tissue in addition 
to many irregularly shaped cells with polymor- 
phic and atypical nuclei. Often he has seen large 
nuclei surrounded by smaller ones and dark 
nuclei next to light ones. Usually a few giant 
cells are present. Hyperchromatism and nuclear 
figures are most significant in the microscopic 
diagnosis of cancer. 

INVOLVEMENT OF THE VAGINA. According to 
Keller (149, 150), cancer of the cervix eventually 
involves the vagina in every untreated case. 
This involvement occurs chiefly by direct exten- 
sion to adjacent tissues; consequently the lower 
vagina is involved only in late stages. Lymphatic 
dissemination is of lesser import, but seems to 
occur more frequently after X-ray and radium 
treatments. (This last statement is not accepted 
by most observers.) It is imperative that an 
operation for cancer of the cervix include removal 
of a generous cuff of adjacent vagina. Vaginal 
nodules of cancer appearing after operation 
probably were present and unrecognized at the 
time of the operation. 

In this connection we wish to interpolate some 
other observations on both primary and secondary 
carcinoma of the vagina. Roessler (225) has ob- 
served metastatic cancer of the vagina from 
adenocarcinoma of the corpus uteri and adeno- 
carcinoma of the large bowel. De Buoi (56) re- 
ported a case of primary cancer of the vagina 
which began in the posterior wall, but said that 
the lesion usually arises in the anterior wall. 
Ortmann (200) reported a fatal vaginal cancer in 
an infant one year old, and Scheffey and Craw- 
ford (233) observed an adenocarcinoma of the 
cervix in a child of twenty-two months. Ottow 
(201) saw 2 scirrhous cancers of the vagina about 
a year after operations supposedly for fibroids. 
Strachan (252, 253) reported 2 primary adeno- 
carcinomata involving the posterior wall, which 
are quite rare. Phillip (207, 208) obtained cures 
in 15.5 per cent of 83 cancers of the vagina. 

Distant MetastAsEs. Caviglia (40) observed 
a supraclavicular metastasis in a case of far-ad- 
vanced cancer of the cervix and believes that the 
dissemination must have occurred through the 
thoracic duct. Gunsett and Girardin (1o1, 102) 
have seen 2 suburethral nodules in treated cases 
and interpret such lesions as evidence of retro- 
grade metastasis. Phillip (206, 213) ascribes the 
increased incidence of bone metastases to the fact 
that patients live longer after present-day meth- 
ods of treatment. Rosh (226) saw only 1 bone 
metastasis in 223 patients at the Bellevue Hos- 
pital, New York, but Ford reported 14 from the 
Mayo Clinic. Meyer (185) reports a case of skin 


metastases; few others have been described. 
Jones (134) contends that radiation therapy does 
not lead to bizarre metastases, but keeps patients 
alive long enough to permit the development of 
secondary growths. Warren (285, 286), who 
studied 102 cases at autopsy, recognizes a close 
relationship between the degree of malignancy as 
estimated from the histological appearance of 
the primary tumor and the incidence of metas- 
tases. Most of Warren’s patients died from im- 
pairment of renal function. 

Protapsus. Hégler (130) found only 5§ cases 
of cervical cancer in prolapsed uteri among 11,045 
gynecological admissions. Guthrie and Bache 
(104) and Hinselmann (125) each report an addi- 
tional case. Hégler suggests that dryness of the 
tissues and consequent poor nutrition may be a 
factor, but to Guthrie and Bache the absence of 
acid vaginal secretion seems of more importance 
in this infrequent association of cervical cancer 
and a prolapsed uterus. 

CervicaL Potypr. Frankl and Ringer (78) 
studied 318 polyps microscopically and followed 
most of the patients for at least six months to 
check the accuracy of their diagnoses. They be- 
lieve it is possible to make a certain diagnosis 
of benign or malignant polyp from the histological 
picture of the lesion. In 1 per cent of their cases 
the polyp was complicated by cancer of the 
cervix; consequently they caution gynecologists 
to refrain from assuming that a polyp is the only 
lesion present, and urge careful study of the entire 
genital tract whenever a woman is subjected to 
pelvic examination. 


DIAGNOSIS 


Gynecologists and radiotherapists continuously 
emphasize the importance of earlier diagnosis and 
more prompt treatment in the cure of cancer of 
the cervix. As the cause of cervical cancer is not 
known, efforts directed toward its prevention are 
probably futile. New treatments worthy of con- 
sideration may not be discovered for many years. 
Improvements in present-day therapy, surgery 
and radium and X-ray radiation will probably 
be restricted chiefly to refinements in the tech- 
nique of applying radium or of using the deep 
X-rays. To obtain a greater number of cures or 
arrest the growth for five years and longer, treat- 
ment must be started at an early date, i.e., when 
the growth is limited to the cervix and is amen- 
able to the curative measures now at our disposal. 

Hamant and Koenig (108, 109) appreciate the 
progress that has been made in the treatment of 
cervical cancer, but realize that most patients 
report for care too late to be cured—usually after 
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symptoms have been present for at least six 
months and the cancer has spread to the para- 





metria, vagina, bladder, or rectum. They sum- 
marize the causes of the delay and the methods 
to prevent it as follows: 
A. Causes of delay in starting treatment. 
1. The patient: 


a. Does not know the symptoms of can- 
cer and attributes the bleeding to the 
change of life. She is not alarmed 
until she notes pain, weakness, or 
loss of weight. 

b. Seeks advice from friends, neighbors, 
quacks, Christian Scientists, or fol- 
lowers of Coué. 

c. Consults a mercenary pharmacist 
who sells a remedy and thereby de- 
lays examination. 

d. Hesitates to see a physician for fear 
she may be told she has cancer or 
that she must go to a hospital. 

e. Wishes to avoid loss of time from her 
work. 


2. The physician: 
a. Fails to examine the patient or does 
not study her carefully. Bursey (34) 
insists that every complete physical 
examination of a woman should in- 
, clude a pelvic examination and spec- 
ulum study of the cervix. Baumert 
; (12) urges careful examination of 
every woman with pelvic symptoms. 
) Jeffreys (133) quotes Davis to the 
effect that the examination of a 
woman is not complete unless the 
cervix has been inspected. 
, b. Because of poor training, cannot 
] recognize cancer, misses the diagno- 
f sis, gives wrong advice, and begins 
t inappropriate treatment. 
e 3. The midwife. Is often meddlesome and 
“1 free with suggestions about conditions 
;. of which she knows practically nothing. 
y B. Ways and means of avoiding delays. 
y 1. Education of the public through public 
i- lectures and conferences, the movies, 
p newspapers, and the radio. Schréder 
ir (239) suggests that the symptoms of 
t- cancer be taught in the public schools. 
n a. Instruction regarding the function 
n- and physiology of the genital organs. 
il. Also urged by Forgue (76). 
he b. Proof that cancer is curable, but 
of only by surgery or radiation therapy. 
ts c. Emphasis on the significance of vag- 





inal bleeding, and encouragement of 
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women to report to their physician 
for examination as soon as bleeding 
occurs. Geist and Matus (84) ap- 
preciate that bleeding after the 
menopause is usually due to malig- 
nancy, but in 42 per cent of 182 cases 
they found that the cause was a 
benign condition in the cervix, cor- 
pus, or ovary. These cases must be 
followed most attentively as malig- 
nancy may become apparent later 
even when it was not discovered at 
the original examination. 

d. Discouragement of the prevalent cus- 
tom of waiting until there is pain be- 
fore consulting a physician. 

e. The urging of periodic pelvic exam- 
inations as a necessary safeguard to 
permit early diagnosis of cancer. 

The physician. Alvarez (5) urges that 

the general practitioner be impressed 

with the possibilities for cure and relief 
from distress by the methods of treat- 
ment in vogue today. 

a. Must make a careful pelvic examina- 
tion before prescribing. Schmitz 
(237) urges trained gynecologists to 
teach general practitioners what con- 
stitutes an unhealthy cervix and 
which lesions require treatment. 

b. May find the colposcope and Schiller 
test helpful. 

c. Should perform more biopsies when 
in doubt. They probably do not 
harm the patient and usually clinch 
the diagnosis. 

d. Ought to keep in touch with the 
progress and new developments in 
the larger cancer clinics. 

Medical students should be thoroughly 
instructed with regard to the signs and 
symptoms of uterine cancer. 
Midwives should be restricted to mid- 
wifery and compelled to refer all cases 
requiring other treatment to competent 
physicians. 
Pharmacists should not prescribe, but 
should urge women to go to their physi- 
cians for examination. 
Periodic pelvic examinations by trained 
gynecologists are excellent safeguards 
against the extensive development of an 
asymptomatic cancer. (It is interesting 
that the wives of men who have been 
circumcised are less likely to develop 
cancer of the cervix.) 
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Prophylactic eradication of benign cer- 
vical lesions may prevent many cervical 
cancers. 

Cancer clinics will probably become ex- 
cellent institutions, but can be no bet- 
ter than their personnel. 

Periopic Petvic EXAMINATIONS. Physicians, 
in general, seem to be enthusiastic regarding a 
concerted movement to educate women to the 
value of regular pelvic examinations. Some ad- 
vise yearly visits, but others believe that 2 ex- 
aminations a year are preferable. Bloodgood 
(19), Bursey (34), Macfarlane and Howe (175), 
Martin (178), Massey (181), Peple (203), Pha- 
neuf (205), Procter (218), Remmelts (222), Ries 
(223), and others urge these examinations par- 
ticularly for women who have sustained cervical 
trauma and suggest that they should be con- 
tinued from the time of that injury until after the 
menopause. Many asymptomatic early cancers 
would be treated and cured if all women were ex- 
amined regularly, but regular examinations would 
not completely solve the problem of early diagno- 
sis as relatively few physicians are capable of 
recognizing cancer of the cervix in its earliest 
phases. According to Weaver (287), the problem 
would be simplified if every woman could be con- 
vinced that cancer of the cervix at an early stage 
is curable in from 64 to 80 per cent of cases and 
that a thorough pelvic examination by a compe- 
tent gynecologist once a year will reveal the early 
signs and evidences of cancer. 

Tne Coxrposcorr. Hinselmann (123, 124) is 
recognized as the world’s most expert colposcopist 
and the most ardent advocate of the use of the 
colposcope for the early diagnosis of cancer. He 
believes (126) that tiny lesions (2 mm. in diame- 
ter) can be recognized with this instrument. Ries 
(223) is convinced that the colposcope is of assist- 
ance in the identification of lesions of the cervix 
which cannot be seen with the naked eye. Emmet 
(65) and Remmelts (222) have found the colpo- 
scope invaluable for the recognition of leucoplakia 
of the cervix. Graves (95) appreciated the value 
of the colposcope as a diagnostic aid, but believed 
that the instrument is too expensive and too com- 
plicated for the average physician to become 
adept in its use. 

ScHILLER Test. Schiller (235, 236) suggests 
painting the cervix with an iodine solution (1 gm. 
of iodine and 2 gm. of potassium iodide in 300 
c.cm. of water) to demonstrate lesions which 
otherwise might be overlooked. Because of the 
glycogen content of the surface epithelium, nor- 
mal vaginal mucosa stains dark brown in from 
thirty seconds to a minute. Failure to stain may 


indicate the presence of an early cancer, hyper- 
keratosis, or trauma. Tissue should be removed 
for biopsy from all unstained areas, but not from 
eroded portions of the cervix. Histological study 
is necessary to determine the significance of a 
given area which fails to take the stain. Schiller 
suggests that every woman should be subjected 
to this test several times a year. Graves (95) re- 
garded the Schiller test as indispensable in a care- 
ful search for early carcinoma. He found that 
erosions stain faintly and are pink, that ulcers 
and ectropion do not stain at all, that some areas 
of chronic cervicitis stain only faintly, that trauma 
may destroy the surface glycogen-bearing cells 
so that staining does not occur, that granula- 
tions are not stained, and that, in prolapsus, 
staining is prevented by hyperkeratosis. Hin- 
selmann (126) suggests that the Schiller test 
may help to eliminate some of the inaccuracies 
in diagnosis which arise from the use of the 
colposcope. 

Biopsy. Déderlein (57) rightfully insists that 
every clinical impression of cancer must be sub- 
stantiated by histological proof before the diag- 
nosis is made. Jeffreys (133) recommends biopsy 
of 2 separate areas from any suspicious lesion of 
the cervix. Healy (115), Jones (134), and Thomas 
(260) urge biopsy whenever there is a question 
relative to the nature of a cervical lesion. Jones 
has not seen any unfavorable effects from biopsy, 
and contends that the procedure will save far 
more patients than it can possibly harm. Careful 
consideration of the history, careful bimanual 
examination, and inspection of the cervix under 
ideal conditions of exposure and light should 
lead to an accurate diagnosis in fully 98 per cent 
of all cancer cases. In the remainder the nature 
of the lesion will be disclosed by biopsy. 

SEROLOGICAL TEsTs AND BiLoop CHEMISTRY. 
Natale (193) found that the Citelli-Piazza reaction 
is of no value in the differential diagnosis of can- 
cer. Bolaffi (22) believes that it may be helpful, 
but is far from a specific reaction. 

Bolaffi (20, 21) attributes the hyperglycemia 
observed in cases of cancer to unrelated factors 
and does not consider it the result of a specific in- 
fluence exerted by carcinomatous tissues. 

Marta (177) found the pH of the blood lowered 
in cancer and unchanged in other gynecological 
disorders. Krumeich (159) has noticed an alka- 
losis in the early stages of carcinoma, which 
changes to acidosis as the disease progresses. In 
advanced genital carcinoma he has found a de- 
cided tendency toward acidosis. 

In tests of liver function by the trypanocidal 
reaction, Eufinger, Rothermundt, and Wiesbader 








(66) found a slight decrease in this function in 
women with cancer of the reproductive organs. 


PROGNOSIS 


EXTENT OF THE Lesion. The chief factor in de- 
termining the prognosis in any case of carcinoma 
of the cervix is the extent of the local involvement. 
All other considerations are of secondary im- 
portance. Most gynecologists have accepted the 
clinical classification adopted by the Cancer 
Committee of the League of Nations, viz.: 

Group 1. Earliest lesions, limited to the cervix; 
free mobility of the uterus. 

Group 2. Invasion of vaginal wall; slight in- 
volvement of the paracervical and parametria 
tissues; uterus mobile. 

Group 3. Marked infiltration of the paracer- 
vical and parametrial.tissues; uterus fixed. 

Group 4. Invasion of adjacent viscera with or 
without fistula. May be distant metastases. 

The prognosis is most favorable, of course, in 
cases of Group 1, but unfortunately only a small 
percentage of cases coming for treatment fall in 
this group. It is highly unsatisfactory to attempt 
a comparison of results from different methods of 
treatment in any of thesc several clinical groups 
because of the human eiement which plays a con- 
siderable réle in a classification dependent solely 
on the findings of palpation. The most reliable 
and informative cure rate reported by any clinic 
is its percentage of absolute five-year cures. 

Osestty. Lund (171) states that the incidence 
of cure of epidermoid cancer of the cervix is 
highest in women of average weight, the prognosis 
being twice as good in the cases of such women 
as in those of women who are obese or very 
thin. 

Histotocy. Kamniker (136) expresses the 
opinion of most gynecologists when he states 
that the prognosis depends on the extent of the 
lesion rather than on the histology of its com- 
ponent cells. Keene (146) believes that the grad- 
ing of cancers according to cell type is not of 
great prognostic value. Jones (134) comments on 
the variable histological picture in different por- 
tions of the tumor and does not consider cell type 
of any assistance in the determination of the 
indications for treatment. Laborde and Wickham 
(163) observed that radium is equally effective 
for all histological types of cervical cancer, and 
Kamniker (136) makes the same claim for vaginal 
hysterectomy. Kamniker (137) contends that 
the histological type of cells in the original 
growth is of little import in the determination of 
the frequency, location, or time of appearance of 
recurrences. 
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Toyoshima (265) believes that a preponderance 
of eosinophiles in the stroma of cervical cancer 
indicates a better prognosis; that marked plasma- 
cell infiltration denotes a poorer prognosis; and 
that invasion is more extensive and the results 
after operation are less favorable in cases with 
slight cellular infiltration than in those with a 
rich infiltration of the stroma. 

Inrection. All cancers of the cervix are in- 
fected, many of them by virulent organisms. 
Heyman (122) and others stress the importance 
of reducing or eradicating the infection before 
beginning treatment of the cancer, to increase 
the number of cures, reduce the primary mortal- 
ity, and decrease the incidence of postoperative 
or postradiation morbidity. Some of the methods 
suggested are: pre-operative radiation, by Brun- 
ner (28); the use of vaccines, by Guedes (98) 
and Henrotay (117, 118); electrocoagulation, 
by Bernard (18), Gerney (85), Guedes (98), 
and Mikulicz-Radecki (186); and cautery by 
Bonifield (23), Peple (203), and Petit-Dutaillis 
(204). 

ASSOCIATED PREGNANCY. Keller (151) re- 
counts the difficulties that may be encountered 
in deciding whether a cervical lesion associated 
with pregnancy is benign or malignant. After 
delivery the character of the lesion is usually 
apparent. 

Stéckl (250) found only 8 cancers of the cervix 
in 15,000 pregnant women. All occurred in multip- 
are and were in an operable stage. There was 
nothing about the course of the lesion in these 
cases to warrant the conclusion that the preg- 
nancy exercised either a retarding or a stimulating 
effect upon it. Bleeding begins early and tends 
to be free, and as expectant mothers recognize 
vaginal bleeding as a sign of trouble they report 
for examination immediately. Phillip (207) agrees 
that complicating pregnancy has no effect on the 
results of the treatment of a cancer of the cervix. 
Kamniker (137) cured 5 of his 6 pregnant pa- 
tients with cervical cancer. 

Andérodias and Mahon (6) encountered a 
polypoid cancer of the cervix which caused heem- 
orrhage at the onset of labor and had been diag- 
nosed as placenta praevia. 

Tracy (266) was able to find reports of only 6 
cancers of the cervix complicated by ectopic 
pregnancy. 

Wickham and Touflet (292) treated a cancer 
of the cervix with 3,200 mc. of radium. Thir- 
teen months later the patient was delivered at 
term. The child is now three years old and 
apparently normal, and the mother is free from 
recurrences. Phillip (209) has seen subsequent 
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pregnancy in 2 women cured of genital carcinoma 
by radiation therapy. 


TREATMENT 


Cancer Ciinics. All over the world there isa 
concerted movement to establish cancer clinics 
where patients will receive prompt and efficient 
treatment by specialists in cancer therapy. The 
American College of Surgeons is pioneering this 
ideal in the United States and Canada, and has 
stimulated the establishment of cancer clinics in 
many of our leading hospitals and universities. 

Frankenstein (77) favors the establishment of 
cancer clinics because of the complete and accu- 
rate records which would be kept by them and 
because their careful follow-up of patients will 
furnish authentic information regarding the exact 
status of every type of lesion at all stages of 
treatment. Bauld (11) is enthusiastic because 
the clinics will serve as an important adjunct in 
early diagnosis and treatment. Schréder (239) 
realizes that treatments would be more efficacious 
if given only by trained specialists in cancer 
therapy, and suggests that every physician be 
required to register his cancer patients in a can- 
cer clinic so that they may have the benefit of an 
expert’s counsel. MacLean (176) believes that 
those who treat cancer should be “surgically 
trained and radiologically minded.” 

Raptum RapiaTION VERSUS OPERATION. In re- 
cent years the verbal battle between various 
clinics regarding the relative merits of surgery 
and radium radiation in the treatment of cancer 
of the cervix has lost much of its former fervor. 
Today, Regaud and Faure seem most intent on 
keeping this feud alive. It is generally agreed 
that operation should be considered only for 
early cases in which the lesion is limited to the 
cervix and the uterus is freely movable, but a 
few surgeons still operate after there has been 
extension to the parametria providing there is no 
fixation of the uterus. Whether one uses surgery 
or radiation therapy in these earliest cases de- 
pends largely on his skill, his personal attitude 
toward cancer therapy, and the problems pre- 
sented by the particular case. Hartman (110, 
111) cured 75 per cent of his earliest cases with 
surgery and 63 per cent with radium. The pri- 
mary mortality was 4 per cent in 49 surgically 
treated cases and 2 per cent in 305 cases given 
only radiation therapy. For more extensive le- 
sions radiation therapy is unanimously accepted 
as the only worthwhile procedure. It is agreed 
also that every patient, regardless of the apparent 
extent of her cancer, can be benefited by appro- 
priate therapy. 


Auer (8) states that in early cases treated at 
the Barnard Free Skin and Cancer Hospital, 
St. Louis, radical surgery has proved superior to 
radium therapy as it has been followed by a 
greater permanence of cure after five years. 
Gosset (92) prefers radium therapy because it is 
more benign than surgery, its application is sim- 
ple, and its primary mortality is lower. Faure 
(67, 68, 69, 70, 71, 72) is certain that in early 
cases radical abdominal surgery is preferable to 
radium therapy, but Regaud (220), after com- 
paring his own results following radium therapy 
with those of Faure after operation, concluded 
that radium therapy is preferable and operation 
should be abandoned. Crossen (47, 48, 49) recom- 
mends deep X-ray and radium therapy for all 
except extremely early lesions. Haupt (113) 
believes that only early cases should be operated 
on and later should receive radiation therapy. 
Leveuf, Herrenschmidt, and Godard (170) de- 
nounce operation, even for early favorable cases, 
believing that it involves too much risk for the 
patient. Lynch (172) cured all of his cases be- 
longing to Group 1 by radiation alone. Voltz 
(276) quotes Déderlein to the effect that radio- 
logical treatment does everything which radical 
surgery can do and is less drastic and less dan- 
gerous. 

Phillip (207) expresses a commonsense attitude 
when he views radium therapy and surgery, not 
as competitors, but as supplementary methods of 
treatment. Petit-Dutaillis (204) says that the 
problem of the treatment of cancer of the cervix 
is no longer a choice between radium therapy and 
surgery, but a choice between radium therapy 
alone and radium therapy combined with surgery. 

Rapium. There are 3 recognized methods of 
treating cancer of the cervix—radiation, surgery, 
and radiation combined with surgery. Numerous 
modifications have been suggested and variations 
in the technique of treatment are continuously 
being advised. According to an editorial comment 
(63) in the British Journal of Radiology, improve- 
ments in the results of the treatment of cervical 
cancer will come not from operative procedures 
alone, in which the technique is already excellent, 
but from radiation therapy, which has not yet 
passed the experimental stage. 

Radium treatment is administered locally 
through all possible portals and in sufficient 
dosage to eradicate the cancer without seriously 
damaging adjacent structures. It is given in the 
form of: (1) large doses (from 3,000 to 4,500 
mc.) delivered in a period of hours, (2) massive 
doses (from 6,000 to 8,000 mc.) delivered con- 
tinuously over a period of days—French tech- 
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nique—and (3) divided doses (from 1,200 to 
2,000 mc. per dose) delivered at intervals ranging 
from several days to several weeks. 

Jones (134) very sensibly remarks that the 
dosage of radium cannot be standardized; the 
dose and technique must vary with the character, 
location, and extent of the given lesion. Simpson 
(243), commenting on the present-day methods of 
applying radium, criticizes the French school, 
which applies a small quantity of radium, from 
50 to 70 mgm., continuously for a number of days, 
because he fears that the trauma is dangerous 
and a marked inflammatory reaction is almost 
inevitable. He believes that metastasis is favored 
by the manipulation of searching for and dilating 
the cervix to insert a relatively large bolus of 
radium into the uterus. He contends that re- 
peatedly withdrawing and re-inserting radium in 
the cervical canal adds tremendously to the dan- 
ger of subsequent infection. Simpson (243) is 
convinced that 5,000 mc. is more than twice the 
amount of radiation that can be used in the cervix 
safely, and has adopted a technique of divided 
doses delivered through a maximum number of 
portals with minimal trauma. 

Kleine (155) believes that both syphilis and 
cancer should be treated actively when they co- 
exist, but that in the presence of syphilis radium 
radiation should be given in smaller doses than 
usual because the previous damage by the syphilis 
makes the tissues less resistant to radiation. 

Brooksher (27) enumerates the following con- 
tra-indications to the local use of radium for 
cancer of the cervix: (1) emaciation and ca- 
chexia, (2) marked anemia (less than 3,000,000 
erythrocytes and a hemoglobin below 40 per 
cent), (3) hydronephrosis or pyonephrosis, (4) 
fistula, (5) pelvic inflammatory disease, and (6) 
extensive pelvic involvement by the cancer. 
Kaplan (142) prefers radium for local or surface 
application, for intratumoral treatments, and as a 
distant pack if large quantities are available. 

Large dosage of radium delivered quickly. For 
years, Crossen (47, 48, 49) has given a maximum 
dose of radium radiation at the beginning of 
treatment. He follows this up with deep X-ray 
therapy and reradiates any local recurrences. 
This treatment yielded an absolute five-year cure 
in 21 per cent of 108 patients, but Crossen is 
particularly gratified that 11 women who came 
to him with extensive cancer of the cervix are 
now living and well from six to ten years after 
the treatment. Burnam (33), from the Howard 
A. Kelly Clinic where radon and X-ray are used, 
reports the incidence of absolute cure in all cases 
as 15.96 per cent; in operable cases, as 54.73 
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per cent; in cases in which the radiation was given 
for prophylaxis, as 41.66 per cent; in inoperable 
cases, aS 11.35 per cent; and in cases of recurrent 
lesions, as 11.25 per cent. Déderlein (57) prefers 
this type of treatment to the technique of the 
French school. He fears that the latter is less 
effective and more harmful. Jones (134), using 
from 3,600 to 4,200 mc. and following-up with 
deep X-ray therapy, has obtained an absolute 
cure in 25 per cent of cases. Ward (282) advises 
an initial dose of from 2,400 to 4,200 mc. and 
gives subsequent radium treatments according to 
the reaction to the first treatment. He is par- 
ticularly insistent and successful in the follow-up 
of patients, and urges continuous supervision of 
their progress. He uses high-voltage X-ray radia- 
tion as an adjunct to radium and reradiates 
whenever necessary for recurrences. Frequently 
he gives transfusions of blood before or after the 
irradiation. With this technique he has obtained 
an absolute cure in 25.9 per cent of cases. 

Divided doses. Simpson (243) has devised a 
technique which he hopes will materially reduce 
the dangers of traumatism, infection, metastasis, 
and overdosage. He urges gentleness in examina- 
tion, calls attention to the futility of trying to 
clean up the vagina by douches prior to radium 
treatment, and deplores the general practice of 
curetting the local growth, of making traction on 
the cervix with a tenaculum, and of forcibly 
dilating the cervix to introduce a large bolus of 
radium. In the technique he employs, 1,000 
mgm. of radon are placed for fifty minutes against 
the cervix or in a lateral fornix, a few days later 
a second similar application is given, and a few 
days or weeks later 600 mgm. are introduced into 
the uterus without dilating the cervix and left in 
place for three hours. The local treatment is 
then followed by the usual cycle of deep radiation 
around the pelvic girdle with the radium bomb or 
roentgen rays. 

Haupt (113) uses fractional doses of from 2,000 
to 3,000 mc. delivered to the uterus and the va- 
gina. He gives a total of 6,000 me. in six weeks. 
In operable and borderline cases, which he treats 
by operation, the incidence of cure is 41.6 per 
cent. In all others, which he treats by radiation, 
it is 19.9 per cent. Peple (203) removes the local 
growth with the cautery and gives from 1,200 to 
1,800 mc. 3 times, at monthly intervals. He 
obtains an absolute cure in 30.5 per cent of cases. 
Voltz (275, 276, 277, 278) uses both X-ray and 
radium in fractional treatments extending over 
a period of many weeks. The primary mortality 
in his cases is 0.8 per cent and the incidence of 
absolute cure 24 per cent. Kessler and Schmidt 
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(152) prefer fractional doses to the Regaud 
(French) technique because it has a lower primary 
mortality and morbidity. They give 3 treatments 
of 2,000 mc. in four weeks. 

Massive, continuous, but slowly delivered, doses 
(French or Regaud technique). Cutler (53) believes 
that the entire cervix, paracervical tissues, and 
parametria should be considered potentially 
malignant, and that all lesions should be treated 
with maximum doses of radiation because it is 
impossible to determine the exact extent of the 
cancer by bimanual palpation. He uses from 30 
to 50 mgm. in the uterus and 10 mgm. in each of 
3 corks for the Curie colpostat. The radium is 
left in place for five days or until a dose of from 
7,000 to 8,000 mc. has been delivered. For ex- 
ternal radiation Cutler employs a 4-gm. radium 
pack. He gives the indications for treatment 
according to the extent of the lesion as follows: 

Group 1. Intra-uterine and vaginal radiation. 

Groups 2 and 3. Intra-uterine and vaginal 
radiation supplemented by external radiation. 

Groups 3 and 4. External radiation alone or 
combined with vaginal radiation; intra-uterine 
radiation is entirely omitted or deferred. 

Lacassagne (164) reports a cure in 26 per cent 
of 1,678 cases, and Gossett and Wallon (93) a 
cure in 24.9 per cent of 277 cases. Laborde and 
Wickham (163), using the Regaud technique 
with subsequent deep X-ray radiation, obtained 
an absolute cure in 23.7 per cent of cases. Phillip 
(211) favors the Regaud technique to eliminate 
complications; he has never seen a fistula develop 
after it. Simpson (243) is surprised that the pri- 
mary mortality is only 2 per cent and that com- 
plications such as phlebitis, pelvic cellulitis, 
peritonitis, and periuterine abscess are as infre- 
quent as reports indicate. Bernard (18) advocates 
cleaning up the vagina by frequent Dakin irriga- 
tions for several days prior to treatment, judicious 
removal of exuberant tissues by electrocoagula- 
tion, and the insertion of drains into the vagina 
to facilitate frequent irrigation during the eight 
days that radium is left im situ—all of these 
measures to reduce the incidence of an inflamma- 
tory reaction after the radium treatment. 

CAUTERY AND Rapium. Petit-Dutaillis (204) 
advocates preradiation curettage and cautery. 
Peple (203) destroys the local growth with hot 
irons and then uses fractional radium treatments. 
He obtains an absolute cure in 30.5 per cent of 
cases. Simpson (243) thinks that cautery is un- 
necessary and may be dangerous. Henrotay 
(117, 118) has abandoned preradiation curettage 
and cautery and now relies on vaccines to clean 
up the local growth. 


SuRGICAL DIATHERMY AND Rapium. Gerney 
(85) recommends electrocoagulation of the local 
growth and starts radiation therapy forty-eight 
hours after this procedure. Bernard (18) believes 
that removal of exuberant tissues by electro- 
coagulation is less harmful than the use of the 
curette prior to radium therapy. Guedes (98) 
advocates electrocoagulation, and others have 
been favorably impressed by surgical diathermy 
in the preparation of the field for radium therapy. 
However, radiation should be postponed for at 
least three or four weeks, i.e., until the burned 
area has an opportunity to slough and the wound 
is healed. Mikulicz-Radecki (186) advises elec- 
trocoagulation for the treatment of cauliflower- 
like growths. Carranza (39) is opposed to such 
preradiation therapy because electrocoagulation 
is followed by slough, necrosis, and infection. 
Laborde and Wickham (163) contend that radium 
needles, curettage, and electrocoagulation pro- 
duce infection and inflammation. 

VACCINES AND Rapium. Guedes (98) and Hen- 
rotay (117, 118) employ preradiation vaccina- 
tion with polyvalent sera to reduce local infection 
and thus decrease the incidence of postradiation 
cellulitis. 

CoMBINED SURGERY AND Rapivum. Inall except 
cases belonging to Group 1 Curtis (52) usually 
destroys the necrotic local growth with surgical 
diathermy or a small dose of radium. One or two 
months later he resorts to “coincident surgical 
exposure and radium treatment.” The bladder 
is mobilized upward, the regions of the broad 
ligaments are exposed, and the uterus is some- 
times partially delivered broadside preliminary 
to use of the radium. Such coincident surgical 
exposure and radium therapy in extensive cases 
makes damage to the bladder, ureters, and rectum 
much less likely and gives a prospect of cure in 
many cases of Groups 2 and 3 which heretofore 
have had a dubious prognosis. 

Petit-Dutaillis (204) considers the choice be- 
tween radium ‘treatment alone and radium treat- 
ment combined with surgery as one of the most 
important decisions in cancer therapy today. He 
has found that collected statistics place the pri- 
mary mortality rate after radium therapy at 3.3 
per cent. The deaths are usually due to the in- 
fection which often results from the manner of 
applying the radium. For lesions of Group 1 
Petit-Dutaillis recommends amputation of the 
cervix and radiation therapy by the Regaud 
technique. For those of Groups 2, 3, and 4, he 
suggests curettement and cauterization followed 
by uterovaginal radium therapy. The curette 
removes cancer tissue and the cautery completes 
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the destruction, at the same time sealing-off ves- 
sels and preventing dissemination of cancer cells. 
By this treatment Petit-Dutaillis obtains a cure 
in 100 per cent of cases belonging to Group 1 and 
24 per cent of those belonging to Groups 2, 3, and 
4. Carranza (39) advocates preradiation electro- 
surgical amputation of the cervix. 

CoMPLICATIONS FOLLOWING RApIuM TREAT- 
MENT. Because of the higher mortality when 
large single doses of radium are used, Kessler and 
Schmidt (152) favor fractional radium treatments 
and are opposed to the use of radium needles. 
In a series of 257 cases treated by them there was 
a primary mortality of 6.6 per cent. Nine per 
cent of the women who died had a severe cellulitis 
with parametritis and 33 per cent a mild cellulitis. 

Jones (134) believes that postradiation hemor- 
rhage is usually due to progress of the disease 
rather than to radium necrosis. 

Curtis (51) reminds us that radium is one of the 
common causes of cervical stricture. Guilhem and 
Gouzy (99) report the occurrence of pyometra in 
1.06 per cent of 751 radium-treated cases of can- 
cer of the cervix. As prophylaxis they suggest 
thorough disinfection with vaccines before inser- 
tion of the radium, a technique of administering 
the radiation which assures complete sclerosis of 
the endometrium without stenosis of the cervix; 
and subsequent dilatation of the cervix at regular 
intervals to prevent obstruction. When pyometra 
develops they recommend dilatation of the cervix, 
irrigations with hydrogen peroxide, and further 
sclerosis of the endometrium by the insertion of 
radium into the corpus. In persistent cases it 
may be necessary to remove the uterus. 

Kleine (155) believes that damage to the blad- 
der and rectum are inevitable after large doses of 
radium radiation. As evidence of such injuries 
there may be hemorrhage, thickening of the vis- 
cus, and fistula formation. Ottow (202) has seen 
vesicles and scars in the bladder mucosa and 
ulcers and fistule following radium therapy. 
Halter (107) observed rectal complications in 3.3 
per cent of 696 patients treated by radiation 
therapy. Two per cent of the patients with such 
complications had fistul; 0.1 per cent, ulcers; 
0.1 per cent, scars; and 0.7 per cent, stenosis. 
Halter believes that proctitis occurs quite com- 
monly, and that rectal fistulae may heal spontane- 
ously if they are due to radium necrosis alone. 
He states that 3,000 mc. is the maximum dose of 
radium radiation which can be used without 
causing rectal damage. 

Phillip (209) recognizes that radiation of gen- 
ital cancers usually leads to functional inactivity 
of the uterus and ovaries. However, he reports 


that in a series of 250 cured cases there were 2 
subsequent pregnancies and 2 of the women con- 
tinued to menstruate. 

Deep RApIATION THERAPY (X-Ray or Rapium 
Pack). No method of treating cancer of the cervix 
seems to be complete unless it includes deep ra- 
diation therapy. Regardless of the extent of the 
lesion or the type of the major therapy, deep 
radiation is almost universally regarded as a 
necessary follow-up procedure to stop the develop- 
ment and spread of cancer cells not destroyed by 
the original treatment. Kaplan (142) advocates 
deep X-ray therapy for its curative effect where 
large areas must be radiated, for the treatment of 
inaccessible lesions, and as an adjunct to radium 
therapy and surgery. Practically all gynecolo- 
gists favor it as a palliative measure; Behney (16) 
recognizes the value of deep X-ray therapy in 
cases of extensive lesions belonging to Group 4 to 
prolong life, restore hope, and alleviate pain. 

Fried (79) recommends a reduction in the in- 
tensity of deep X-ray treatments if there is an 
associated inflammatory process. Phillip (211) 
seems to have few supporters for his contention 
that local radium therapy alone is better than 
radium and deep X-ray therapy. 

Pre-radium deep radiation. Healy (115) uses 
preliminary deep radiation to reduce the bulk 
of the local lesion. Voltz (275, 276, 277, 278) re- 
ports an absolute cure in 25 per cent of cases 
treated with fractional doses of deep X-ray ra- 
diation and local radium radiation. He radiates 
the pituitary also in cases of genital cancer. 

Postradium deep radiation. Burnam (33) uses 
deep X-ray freely after the local attack with 
radon. Except in cases of Group 1, Cutler (53) 
follows up all vaginal and uterine radium treat- 
ments given according to the Regaud technique 
with deep radiation (4-gm. radium pack). Hey- 
man (121, 122) maintains that the treatment of 
choice is radium radiation of the uterus and va- 
gina supplemented by deep X-ray or deep radium 
therapy. Jones (134) uses deep X-ray treatment 
routinely three or four weeks after local radium 
treatment. Newell (196) advises a deep X-ray 
follow up for all except the earliest lesions. Ward 
(282) advocates high-voltage X-ray radiation as 
an important adjunct to local radium radiation. 
Werner (290) is convinced that from 5 to ro per 
cent of patients who otherwise could not be helped 
are saved by radium and deep X-ray therapy. 

Phillip (211) believes that patients with cer- 
vical cancer are not benefited by prophylactic 
after-treatments with deep X-ray or deep radium 
radiation. On the other hand, Hartman (r10, 
111) states that hysterectomy after radium 
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therapy is useless because no cancer remains in 
the uterus, and that deep X-ray treatment is 
preferable. 

Pre-operative irradiation. Brunner (28), work- 
ing from the standpoint of bacterial counts and 
bacterial virulence in the local growth, found that 
50 per cent of all cases are favorable for operation; 
two or three weeks after radiation therapy, at the 
time of the leucopenia, only 15 per cent are favor- 
able, but after from six to eight weeks operation 
can be performed in 66 per cent without great 
likelihood of serious infection during the con- 
valescence. Holzbach (131) expects improved 
results from operative treatment if more care is 
taken in the selection of cases and prophylactic 
X-ray radiation is given from two to four weeks 
before operation. Monod (190) favors pre-op- 
erative radiation because it decreases the inci- 
dence of infection and simplifies the operative 
technique. Leveuf, Herrenschmidt and Godard 
(170) advocate radium and X-ray treatment of 
cancer of the cervix. In favorable cases they 
remove the pelvic lymph glands one month after 
the radiation therapy. They contend that such 
an operation is attended by relatively slight risk. 
Hartman (110, 111) agrees that it is not neces- 
sary to remove the uterus as radium completely 
destroys the local growth in such early favorable 
cases. 

Postoperative radiation. Adler (1, 2) follows up 
his radical hysterectomies for cancer with deep 
radiation, using either the X-rays or radium. 
Haupt (113) advocates operation only for early 
cases and believes that it should be followed by 
radiation. Werner (291) maintains that radical 
operation with postoperative radiation is the 
most acceptable therapy for early cases, but 
Phillip (207) is not convinced that deep radiation 
after operation is of value. 

OPERATION. There are not many gynecologists 
who continue to favor operation for the treat- 
ment of cervical cancer. The majority believe 
that surgery is applicable only to lesions of 
Group 1 and a few of those of Group 2. For more 
advanced lesions radiation therapy is universally 
accepted as the rational treatment. Most of those 
who are surgically minded prefer the abdominal 
approach (Wertheim type of operation); a few 
advocate vaginal hysterectomy. 

Vaginal hysterectomy. Adler (1, 2) reports 1,000 
cases operated upon by radical vaginal hysterec- 
tomy with and without associated radiation 
therapy. The primary mortality is 3.95 per cent 
and the incidence of cure 19.8 per cent. Adler’s 
present technique includes removal of the uterus 
and parametrial tissues with the burial of 50 


mgm. of radium in the parametrial spaces for 
from six to eight hours and subsequent deep ra- 
diation therapy. Adler is gratified by an appre- 
ciable improvement in the incidence of cures 
since he adopted this new technique. Kamniker 
(136, 137) obtained a cure in 27.9 per cent of 522 
cases treated by either vaginal hysterectomy or 
radiation. In 236 operations the primary mor- 
tality was 6.3 per cent. The chief cause of death 
was urinary tract infection. 

Abdominal (Wertheim) operation. Bonifield 
(23) believes that patients who die eventually 
from recurrent cancer of the cervix suffer less 
pain after surgery than after radium therapy, 
and that the abdominal is preferable to the vag- 
inal operation. Faure (67, 68, 69, 70, 71, 72) is 
one of the world’s foremost advocates of opera- 
tion for early lesions limited to the cervix. He 
reports that in 46 cases belonging to Group 1, the 
primary mortality was 4.34 per cent and the 
incidence of five-year cure 90.9 per cent. When 
lymph glands are involved Faure considers the 
battle almost hopeless. Bonney (24) reports a 
primary mortality of 15.3 per cent in 339 opera- 
tions. Thirty-eight and nine-tenths per cent of 
the patients were living and well five years after 
the operation. Of those who had metastases in 
lymph glands at the time of operation, only 23.7 
per cent were cured, whereas of those without 
such metastases, 50 per cent were cured. Bon- 
ney’s absolute cure rate is 25.4 per cent. Begouin 
(15) reports a primary mortality of 3.63 per cent 
and an incidence of five-year cure of 38.18 per 
cent in 55 surgically treated cases. In 522 cases 
in which Sussman (255) performed the Wertheim 
operation the primary mortality was only 4.18 
per cent. 

Griinhut (97) suggests that it may be wise to 
place 50 mgm. of radium in the parametrium on 
each side during the operation and leave it in 
place for about six hours. Holzbach (131) treated 
226 cases. In the 111 which were treated sur- 
gically the primary mortality was 3.6 per cent. 
Holzbach employs radiation therapy before op- 
eration and for lesions not adaptable to surgical 
removal; his absolute cure rate is 35.5 per cent. 
Phillip (207, 208) obtained an absolute cure in 
26.5 per cent of 1,778 patients. In those operated 
on, the incidence of cure was 49 per cent, but the 
primary mortality was 14 per cent. In those given 
radiation therapy the incidence of cure was 19.5 
per cent and the primary mortality was only 2.2 
per cent. 

RECURRENCES OF Cervix Cancer. According 
to Kamniker (137, 138), recurrences usually ap- 
pear in the first year after operation; however, 
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they may not appear until years later. Bonney 
(24) observed that ro per cent of his recurrences 
occurred between the fifth and the tenth year 
after operation. Lynch (172) found that nearly 
25 per cent of his patients who were cured for 
five years died later from recurrences or other 
malignant lesions. Kolde (156) believes that re- 
currences may appear quite late, and states that 
Bumm saw one case in which they developed 
twenty years after operation and 5 cases in which 
they occurred after ten years. In a follow-up of 
150 patients who were cured for five years, Bur- 
nam (33) found that r1o were living and well 
after ten years and 19 had died of recurrences or 
other cancers. 

Kamniker (137, 138) recognizes 4 clinical types 
of postoperative recurrence: local, in lymph 
glands, distant metastases, and implantations. 
Of the recurrences in 374 patients, he found that 
67 per cent were local, 23 per cent were in the 
lymph glands, 3 per cent were distant metastases, 
I per cent were implantations, and 6 per cent 
could not be classified. Failure to remove regional 
lymph glands, as is customary in a vaginal op- 
eration, does not materially increase the incidence 
of lymph-gland recurrences. Local recurrences 
are more frequent if the adnexa are not removed 
and if the technique does not include the resection 
of a generous cuff of vagina. 

Local recurrences may appear in the vagina, in 


the midline behind and above the vaginal vault, 
in the parametria, or in the uterosacral ligaments. 
Ten per cent of women with vaginal recurrences 
are permanently cured by deep radiation therapy 
and 57 per cent die in the first year. Midline 
recurrences usually appear within a year and often 


invade the rectum or bladder. The results of 
their treatment by radiation are not good. Para- 
metrial recurrences commonly result from over- 
looked or unrecognized cancer nests on the 
ureters, the stumps of arteries, the bladder, or 
the rectum, or in the cut ends of ligaments. 
They usually appear soon after operation, and the 
results of treatment are good because of their 
accessibility. Twenty per cent are cured by deep 
radiation therapy. 

Lymph-gland recurrences may occur in glands 
on the pelvic wall, in more distant chains, or in 
the inguinal regions. Those on the pelvic wall 
cause symptoms from pressure on nerves and 
ureters. Eighty per cent of women with such 
recurrences die within a year, 7 per cent are 
cured by operative removal with or without radia- 
tion therapy. Involvement of distant glands is 
less common and is evidence of widespread dis- 
semination of the cancer. IJnguinal metastases 
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probably occur because of a perverted lymph flow 
after operation. Operative removal is indicated for 
early cases, but the prognosis, in general, is poor. 

Implantation recurrences may appear in lapa- 
rotomy or Schuchardt scars. They should be 
removed, but the prognosis is not good. 

Distant metastases are rare. They usually ap- 
pear within three years. Treatment is useless. 

Bladder involvement may be recognized from 
severe cystitis with bullous cedema, marked 
thickening of the wall, diverticulum formation, 
friable penetrating cancer tissue, or the develop- 
ment of fistula. Halter (107) found rectal inva- 
sion in 22 per cent of 350 recurrences. He agrees 


‘ with Kamniker (137) that the essential procto- 


scopic findings are fixation of the mucosa, um- 
bilication, stenosis, perforating cancer tissue, or 
fistulous openings into the vagina. 

Treatment of recurrences. Kamniker (137) has 
found that operative removal of recurrences is 
difficult. In selected cases a colostomy may give 
comfort. Kamniker does not favor resection of 
the presacral nerve for the relief of pain. He re- 
gards deep radiation in large doses as the best 
treatment. By means of it he obtained a perma- 
nent cure in 8.1 per cent of recurrences proved by 
histological study. Jones (134) suggests radon- 
seed implantation as a worthwhile procedure. 
Burnam (33) reports the incidence of five-year 
cure following radiation therapy as 11.25 per 
cent. Ward and Farrar (284) are warm in their 
praise of radiation treatment for recurrences. 
Seventy-five of their 147 cases of recurrence were 
treated. Twenty-four per cent of the patients 
lived for five years and 16 per cent for from five 
to ten years. Ward and Farrar are convinced 
that, without this reradiation, all of their patients 
with recurrences would have died. 

PALLIATIVE MEAsSuRES. Patients who present 
themselves with a far-advanced growth are 
worthy of the physician’s best efforts. Much can 
be accomplished in the relief of pain, the control 
of bleeding, the building up of resistance, the 
improvement of morale, the arrest of foetid dis- 
charges, and measures to render the remaining 
days more peaceful and comfortable. 

Alvarez (5) and Ward (282) believe that blocd 
transfusions are most helpful and too frequently 
forgotten. According to many gynecologists, 
radiation therapy in moderate, carefully controlled 
doses will stop the tendency toward terrifying 
hemorrhages and decrease foetid sanious dis- 
charges. Deep radiation therapy may prolong life 
for several years. 

Bainbridge (9) draws attention to the value of 
starvation ligatures on the ovarian and internal 
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iliac vessels, with removal of lymph glands en bloc 
to stop the advance of uterine cancer. Kumamoto 
(161) has shown by experimental studies that 
ligation of the uterine vessels has only a tempo- 
rary effect on the advance and extension of cancer 
of the cervix. 

Kamniker (137) believes that colostomy should 

be performed more frequently. Latzko (168) 
mentions implantation of the ureters into the 
rectum for the relief of vesical distress, but it is 
probable that such heroic treatment is indicated 
only in unusual cases. 
+ Neurosurgical procedures are constantly gaining 
favor for the relief of severe pain caused by pelvic 
malignancy. Condamin and Arnulf (43) recom- 
mend nerve injections with Sicard’s mixture. 
They advise transacral injections to control sacral 
roots and paravertebral injections to affect the 
lumbar roots. They employ also epidural injec- 
tions. They have found this a simple procedure 
followed by sufficient relief to allow the patient to 
die peacefully. After two or three months, a 
repetition of the injections may be necessary. 
Failure to obtain relief is due to inaccurate injec- 
tions based on faulty determination of the topo- 
graphical distribution of the pain. 

Many gynecologists recommend operations on 
the lumbar and pelvic sympathetic nerves. Such 
procedures permit abdominal and pelvic explora- 
tion, confirmation of the diagnosis by biopsy, and 
the removal of discrete tumor growths. Fontaine 
and Herrmann (74) favor extensive pelvic sym- 
pathectomy because it relieves pain and is not 
followed by serious complications such as motor 
palsies, ascending urinary tract infections, and 
sensory disturbances. Kordenat (157) recom- 
mends lumbar sympathetic ramisection. Cotte (44) 
is the chief exponent of resection of the presacral 
nerve. He sometimes resorts to hypogastric peri- 
arterial sympathectomy, and suggests that at op- 


eration for cancer of the uterus it may sometimes 
be advisable to resect the presacral nerve to pre- 
vent pain later. Greenhill and Schmitz (96) prefer 
presacral nerve resection to chordotomy because 
the latter is a more extensive operation and if not 
performed accurately does not give relief. It is 
significant that numerous operations on the sym- 
pathetic system have been suggested in recent 
years for an equally large number of conditions, 
and that reports from the exponents of these 
various procedures seem to indicate that their 
patients are relieved. Yet Loyal Davis says that 
the most accurate physiological work available 
has failed to demonstrate a direct sensory path- 
way in the sympathetic system although this 
system probably participates in the physiological 
pathways of referred pain. 

When performed by a skilled neuro-surgeon, 
chordotomy is the ideal method of relieving pelvic 
pain. It is recommended by Grant (94), Jones 
(134), and Kahn (135). Grant says that pain can 
be relieved at any point below the ensiform by 
section of the anterolateral columns. The ad- 
vantages of chordotomy are summarized as 
follows: 

1. Since pain fibers are compactly collected in 
the anterolateral columns, section here produces 
the largest possible area of anesthesia. 

2. Pain and temperature sensations alone are 
obliterated, and the usefulness of the lower ex- 
tremities is not impaired. 

3. The operation necessitates only a small 
laminectomy; consequently it is not an exhausting 
procedure. 

If the section is not accurate, the pain may not 
be entirely relieved and there may be damage of 
the motor tracts resulting in paralysis and loss of 
sphincter control. Such undesirable complica- 
tions can be avoided by performing the chordot- 
omy under local anesthesia. 


CARCINOMA OF THE BODY OF THE UTERUS 


INcIDENCE. Biiben (29, 30) reported that 10 
per cent of all pelvic cancers originate in the body 
of the uterus; that, in nullipara, cancer of the 
body of the uterus is more common than cancer 
of the cervix; and that most of his patients with 
cancer of the body of the uterus have passed the 
menopause. The relative infrequency of carci- 
noma of the corpus before the menopause is quite 
striking. 

Gilbert (89) observed carcinoma of the corpus 
in a girl of eleven years. He was able to find only 
5 other reported cases of cancer of the corpus in 
girls under fifteen years of age. 


EtTIoLocicAL Factors. The growth and de- 
velopment of the endometrium is controlled 
largely by the anterior lobe of the pituitary gland, 
and the conclusion has been drawn that hyper- 
activity of the pituitary gland may cause hyper- 
plasia of the endometrium. Hofbauer (128) sug- 
gests that continued overstimulation of the pitu- 
itary gland might give rise to cancer of the corpus. 
Taylor (256) wondered if hyperplasia of the en- 
dometrium should be considered a precancerous 
lesion, but his careful studies show that it is a 
forerunner of carcinoma only infrequently. Tay- 
lor advises the use of radium in the treatment of 
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hyperplasia occurring at or after the menopause; 
such therapy is indicated to stop bleeding and for 
its prophylactic effect. 

PaTHOLoGy. Biiben (29, 30) looks on carcinoma 
of the corpus as the most favorable type of pelvic 
cancer. It is so benign that it remains confined 
to the uterus for a long period of time, probably 
for years. 

Gutman (105) reports 2 cases of carcinoma of 
the corpus associated with fibroids. He urges a 
continuous follow-up of cases of fibroids treated 
by radiation because of the possibility of the 
later development of cancer. Macfarlane (174) 
reports a case in which uterine bleeding recurred 
fifteen years after castration by X-ray treatment 
for bleeding fibromyomata. The recurrence was 
treated with radium. Four months later curet- 
tings revealed an adenocarcinoma of the corpus 
and hysterectomy was performed. Macfarlane 
was able to find reports of only 29 cases of uterine 
cancer (cervix and corpus) following radiation 
therapy. She wisely concludes that persistent 
cryptic bleeding after radiation therapy is an in- 
dication for operation, regardless of the findings at 
curettage. Sophian (246) describes 2 adenosar- 
comata of the uterus. Nine years previously one 
of the patients had received X-ray therapy for 
menopausal bleeding. 

Kistler (154) adds another case of mixed tumor 
of the uterus to the few previously reported. The 
patient died of recurrence two and one-half years 
after operation. Reis and Cutler (221) recognize 
anaplastic cancer as the most malignant type of 
carcinoma of the body of the uterus. It is also 
the most radiosensitive. They recommend radia- 
tion followed by operation for favorable cases and 
radiation alone for cases which are more ad- 
vanced. Dworzak (62) describes a 15-cm. car- 
cinomatous cyst of the uterus which was asso- 
ciated with fibroids. He adds that such a cancer 
might have arisen from misplaced muellerian 
tissue. 

Tracy (266) cared for a patient with an ectopic 
pregnancy complicating a corporeal cancer. In a 
review of the literature he was unable to find the 
record of a similar case. 

Of the 520 cases of cancer of the corpus re- 
ported by Offutt (198) from the Mayo Clinic, an 
associated carcinoma of the ovary was present 
in 11.9 per cent, whereas of 616 cases of papillary 
cystadenocarcinomata of the ovary, 8.6 per cent 
were complicated by cancer of the body of the 
uterus. Offutt believes that cancer cells may be 
transported through the fallopian tubes, and that 
the operative care of carcinoma of the ovary must 
include hysterectomy. 


Gunsett and Girardin (101, 102) observed a 
cherry-sized suburethral metastasis. In a case 
seen by us in which a similar nodule was found 
just beneath the external meatus the patient is 
well two years after operation. 

Dracnosis. Béclére (14) advises curettage in 
every case of suspicious uterine bleeding, and sug- 
gests that lipiodol injections for hysterography 
may be helpful in selected cases. Caraven (38) 
diagnosed his patient’s lesion as a cancer of the 
corpus from the hysterogram; at operation it 
proved to be an endocervical carcinoma with an 
associated pyometra. The use of lipiodol for the 
diagnosis of cancer of the uterus is open to con- 
siderable question. Biiben (29, 30) urges more 
frequent curettage for diagnosis, and believes that 
the findings made with a uterine sound or by 
palpation are only suggestive. Muller (192) re- 
ports a case of soft, highly malignant cancer of 
the corpus which could not be diagnosed from 
curettings. He adds that the findings with a 
curette are not infallible. In this conclusion 
Bainbridge (9) concurs. 

TREATMENT. The present-day trend of thought 
is away from the old concept that cancer of the 
body of the uterus is not susceptible to radiation 
therapy and that operative removal is the only 
acceptable treatment. There is a continuous in- 
crease in the number of gynecologists who use 
radiation therapy for corporeal cancer. The re- 
sults obtained are encouraging. 

Béclére (14) believes that operation is prefer- 
able to radium therapy. He states that he has 
cured 50 per cent of his patients by surgery. Of 
189 cases reported from the Mayo Clinic by 
Bowing and Fricke (25), 87 were treated by op- 
eration and radiation and 102 by radiation alone. 
Of the patients with so-called operable lesions, 
31.16 per cent of those treated surgically are 
living and well five years after operation and 46.75 
per cent of those receiving radiation alone are 
well after three years. Of the patients with inop- 
erable lesions, 12.63 per cent of those treated by 
operation with subsequent radiation and 26.31 
per cent of those treated by radiation alone are 
apparently well. Bowing and Fricke recommend 
operation followed by radiation therapy when- 
ever it is possible. Radium and X-ray treatment 
alone are beneficial in the less favorable cases. 
Biiben (29, 30) performs vaginal hysterectomy 
in favorable cases and abdominal hysterectomy in 
complicated cases. Haupt (113) obtained a cure 
in 61 per cent of 72 cases. He recommends op- 
eration and does not approve of the use of radium 
alone for corpus cancer. In the period from 1914 
to 1926, Heyman (121, 122) treated 80 patients 
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by radiation therapy alone. As 42.5 per cent are 
living and well today, he is convinced that adeno- 
carcinoma of the corpus is not resistant to radium 
treatment. Kaplan (142) holds that cancer of the 
corpus is treated just as well by radiation as by 
operation and recommends the introduction of 
radium into the uterine cavity with deep X-ray 
therapy over the entire pelvis. Of 285 cases re- 
ported by Volbracht (274), 133 were treated by 
operation, 143 were treated by radiation alone, 
and g were not treated. In the surgically treated 
cases the primary mortality was 17.2 per cent 
and the incidence of cure 54.1 per cent. Of the 
cases given only radiation therapy, 48.1 per cent 
were cured. Volbracht does not recommend 


postoperative radiation. Voltz (275, 276, 277, 
278) obtained a five-year cure in 45.8 per cent of 
107 cases treated by radiation alone. Of 39 pa- 
tients treated in the period from 1921 to 1926, 62 
per cent are living and well today. The primary 
mortality in these cases was only 0.3 per cent as 
contrasted with the primary mortality of 10 per 
cent usually estimated for operative treatment. 
Voltz is convinced that radiation therapy yields 
just as good results as surgery and is even pref- 
erable to it. He believes that the results from 
radiation therapy are constantly improving be- 
cause of changes in the technique of its adminis- 
tration and routine radiation of the hypophyseal 
area as suggested by Hofbauer (128). 


SARCOMA OF THE UTERUS 


INCIDENCE. In a period of six years Haase 
(106) observed 38 sarcomata of the uterus among 
53 sarcomata of the genitalia. On the basis of 
the 11,000 gynecological admissions during this 
period the incidence of uterine sarcoma was 
therefore 0.34 per cent, and on the basis of all 
malignant tumors of the uterus it was 5.2 per 
cent. Unbehaun (267) found that 4 per cent of all 
uteri removed at the Giesen Gynecological Clinic 
in the period from 1918 to 1931 were sarcomatous. 
Wolfe (295) believes that sarcoma is more com- 
mon after the menopause. Okkels and Therkelsen 
(199) state that Melchior found only 2 sarcomata 
in 3,500 uterine scrapings, and that Moller ob- 
served 7 sarcomata in 5,055 curettings, 29 sar- 
comata in 1,178 biopsies, and 4 sarcomata of the 
uterus in 5,766 autopsies. 

Haase (106) found sarcoma in 30 (4.2 per cent) 
of 710 uterine fibromyomata. Hoenig (127) cites 
Norris as having discovered sarcoma in 2.3 per 
cent of 2,067 uterine fibroids, and Ewing as 
estimating the incidence of sarcoma in uterine 
fibroids at about 3 per cent. 

PatnoLoGcy. In 32 of the 38 cases reported by 
Haase (106) the tumor arose in the corpus, and 
in 6, in the cervix. In 35, it started in the myo- 
metrium and in 3 in the mucosa. In 30 it devel- 
oped from a fibromyoma. Hoenig (127) reports 
sarcomatous changes in a pedunculated fibroid 
removed because of sterility, and quotes Ewing 
as saying “A malignant myoma does not neces- 
sarily represent the transformation of a previously 
benign tumor; probably the majority are malig- 
nant from their inception.”” Ahumada and Mas- 
ciotra (4) report the case of a patient who spon- 
taneously expelled an encapsulated sarcoma from 
the uterus, refused further treatment, and was 
known to be well twenty-three months later. 


Okkels and Therkelsen (199) successfully removed 
a large cystic sarcoma of the uterus from a woman 
fifty-three years old. Stevens (249) reports a 
rhabdomyosarcoma of the cervix in a young 
woman. Burger (31) reports the case of a patient 
who had been curetted and given radium treat- 
ment for bleeding fibroids in 1921. The treat- 
ment was repeated in 1926, and again the 
curettings failed to disclose malignancy. Later 
the patient was operated on because of a mass 
associated with lower abdominal pain. Hemato- 
metra, a uterine fibrosarcoma, and a right hema- 


tosalpinx were found. Cowles (45) reported the 
case ot a patient who presented both a cancer of 
the corpus and a sarcomatous polyp at the cervical 
os. De Géry and Reeb (88) tell of a myeloblastic 
cervical sarcoma associated with bilateral ovarian 


carcinoma. Matyds (182) saw a grape-like sar- 
coma of the cervix incarcerated in an intact 
hymen. He removed the growth with the cautery 
and performed a radical abdominal extirpation. 

DraGnosts. Unbehaun (267) believes that the 
best criteria for the diagnosis of sarcoma are ac- 
tive proliferation and rapid growth. Wolfe (295) 
has found that curettage yields adequate material 
for a positive diagnosis in only 50 per cent of cases. 
He believes that all uteri removed for supposed 
fibroids after the menopause should be examined 
and studied immediately for cryptic malignant 
growths. Wintz (293) states that a uterine tumor 
which is reduced to half its size within three 
weeks after radiation therapy is probably a 
sarcoma as myomata do not involute so rapidly. 

TREATMENT. Wintz (293) reports a five-year 
cure in 57 per cent of 42 proved cases of uterine 
sarcoma treated solely by deep X-ray therapy. 
Wolfe (295) recommends radical removal fol- 
lowed by intensive radiation therapy. 
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CHORIONEPITHELIOMA 


Colucci (42) reports a case of chorionepithe- 
lioma of the cervix following the expulsion of a 
hydatidiform mole in which secondary tumors 
were found in the corpus. He quotes Alfieri’s 
mortality statistics, according to which 56 per 
cent of all chorionepitheliomata are fatal, the mor- 
tality of those associated with secondary growths 
in the cervix is 75 per cent, and the mortality of 
those primary in the cervix is 25 per cent. 

Curtis (50) presents a beautifully illustrated 
(in colors by Tom Jones) report of a fatal case in 
which the classical lesions were found at autopsy. 
Two years previously the patient had passed a 
mole. Curtis observed a strikingly positive Hegar 
sign. The persistence of a soft lower uterine seg- 
ment despite the absence of a fetus for many 
months is evidently ascribable to the continued 
viability of chorionic cells. 


Lackner and Leventhal (165) report the cure of 
a nineteen-year-old girl with chorionepithelioma 
of the uterus complicated by extensive metastases 
to the lungs (as shown in X-ray plates). They 
first performed a hysterectomy and then admin- 
istered intensive deep X-ray therapy. Today, 
more than five years after the operation, the pa- 
tient is well and free from recurrences. 

Lapham (167) calls attention to the great value 
of pregnancy tests (Aschheim-Zondek and Fried- 
man) in the diagnosis and prognosis of hydatidi- 
form mole and chorionepithelioma. He believes 
that strongly positive tests after operation indi- 
cate persistence of the growth, often as metas- 
tases. 


_ Valuable assistance in this review has been rendered by L. G. Lederer 
in the translation of articles and by Mrs. Beatrice Eisendrath in the 
stenographic work. 
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Straus, D. C.: Tuberculosis of the Flat Bones of the 
& Obst., 1933, 


Vault of the Skull. Surg., Gynec. 
lvii, 384. 


Straus discusses tuberculosis of the flat bones of 
the skull on the basis of 3 cases of his own and 220 
cases reported in the literature. Tuberculous lesions 
of the flat bones of the vault of the skull constitute 
about o.2 per cent of tuberculous bone lesions. They 
are most frequent in early childhood and usually 
secondary to tuberculosis elsewhere. As a rule the 
infection reaches the skull through the blood stream, 
and less frequently by way of thelymphatics. Trauma 
often seems to be a predispsing factor. 

When the bone infection is of hematogenous 
origin, the initial localization is in the vascular can- 
cellous bone of the diploé. In a few cases the disease 
begins in the periosteum and very rarely the site 
of origin is the dura. The bones most frequently in- 
volved are the frontal and the parietal. More than 
one focus of involvement is usually demonstrable. 
Two types of the disease are generally recognized: 
the circumscribed or perforating type and the diffuse 
progressive type. 

The chief sign is a swelling of variable size, due 
to a subperiosteal abscess. The abscess may later 
perforate, with discharge of typical tuberculous pus, 
and subsequent fistula formation. Of aid in the 
diagnosis are the tuberculin test (especially in young 
children) and the roentgenogram. The latter shows 
one or more circumscribed punched-out looking 
defects in the bone. Smears, cultures, and guinea- 
pig inoculation may also be of aid. The condition 
must be differentiated from gumma, osteomyelitis, 
osteosarcoma, perforating malignant tumor, cephalo- 
haematoma, sebaceous cyst, and actinomycosis. 

The prognosis depends upon the gravity of the 
associated tuberculous lesions and the extent of the 
disease in the skull. If the general condition is good 
and the cranial lesion is circumscribed, the outlook is 
good. Cases of primary tuberculosis of the vault 
show the greatest percentage of cures. The only 
proper treatment is radical surgical removal of all 
diseased tissue. Jacos M. Mora, M.D. 


Froelking, H.: Ectopic Mixed Salivary-Gland Tu- 
mors in the Region of the Face (Zur Kenntnis 
der ektopischen Speicheldruesenmischgeschwuelste 
im Gesichtsbereich). Zéschr. f. Stomat., 1933, Xxxi, 
791. 


Mixed tumors of the large salivary glands are very 
similar phylogenetically, morphologically, and his- 


HEAD AND NECK 


tologically to mixed tumors of the lachrymal glands. 
Their parenchymal cells are generally assumed to be 
of epithelial rather than endothelial origin and to 
arise from elements displaced during fetal growth. 

The author has collected from the literature the 
reports of mixed tumors which in cellular structure 
and behavior closely resembled typical mixed tu- 
mors of the salivary and lachrymal glands, but were 
located at a distance from these glands. These re- 
ports were made by Larabrie, Nasse Eisenmenger, 
Volkmann, Pupovac, Landsteiner, Bouisset, Sem- 
jonoff, Coenen, Looser, Guleke, Lenormant-Duvac- 
Cottard, Krompecher, Brueggemann, Raach, Bar- 
bezat, Becker, Bergemann, Wick, Kummel, Tess- 
mann, Kreibig, and Fischer-Wasels. 

Froelking studied histologically a growth in the 
canine fossa which was similar to a mixed tumor of 
the parotid gland, a basal-celled epithelioma and a 
typical mixed salivary gland tumor in the region of 
the nasolabial fold, and a tumor resembling a mixed 
salivary gland tumor occurring on the tarsus of the 
upper eyelid in the region of the superior lachrymal 
gland but not connected with it. ‘ 

From the findings of his histological studies he 
concludes that all of these ectopic neoplasms should 
be classified in the same group with the typical 
mixed tumors of the salivary and lachrymal glands 
on the basis of the type of their parenchymal cells 
and the origin of the growths. In only three in- 
stances was the tumor situated elsewhere than in 
the face. Froelking believes that these ectopic tu- 
mors are derived from cells displaced from those 
parts of the ectoderm which under normal condi- 
tions possess the ability to form salivary or lachry- 
mal glands. These cells wander into the connective 
tissue, stimulate the surrounding mesenchymal 
cells to undergo proliferation, and lead to mucoid 
and hyalin changes. This theory will account for 
the mucoid and hyalin areas in the connective tissue 
of the tumors. The author refers to forty cases in the 
literature. Georc Scumipt (Z). 


EYE 


Greeves, R. A.: An Operation for the Relief of Con- 
genital Ptosis. Proc. Roy. Soc. Med., Lond., 1933, 
Xxvi, 1478. 

Cases of congenital ptosis may be divided into 
three classes: (1) partial ptosis with fair independent 
levator action, (2) complete ptosis with little or no 
levator action, but with good upward movement of 
the globe, and (3) complete ptosis with deficient up 
ward movement of the globe. 
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SURGERY OF THE HEAD AND NECK 


In order to estimate the amount of levator action 
present in a given case it is necessary to place the 
hand firmly over the frontalis muscle while the pa- 
tient makes an attempt to open the eye. The author 
discusses chiefly cases of the second class, which he 
believes are the most common. He has always re- 
garded the Motais operation as a good one, but as it 
occurred to him that a better result might be ob- 
tained by attaching the lid to the superior rectus 
muscle, he devised the following operation: 

A controlling suture is first inserted in the con- 
junctiva, immediately above the cornea, and the eye 
depressed as far as possible by means of it. The 
superior rectus tendon and its attachment to the 
globe are exposed by a horizontal incision through 
the conjunctiva and a squint hook is passed under 
the tendon (Fig. 1). A silk thread is then pushed 
under the tendon, the hook is withdrawn, and the 
two ends of a thread are secured by a Spencer-Wells 
forceps. The eye is then controlled with this thread 
instead of with the preliminary conjunctival suture, 
which may be removed. "i 

Next, the upper lid is everted and the conjunctiva 
above the incision seized by forceps and dissected 
upward until the upper edge of the tarsal plate is 
exposed. The upper edge of the tarsal plate is 
gripped centrally by catch-forceps and on each side 
of the forceps a thin strip of tarsus is cut with a fine 
pair of bent scissors from without inward and from 
within outward respectively.. Each strip is left 
attached centrally. The width of the uncut area 
of tarsal plate between the strips is about the same 
as that of the superior rectus tendon. The strip of 
tarsal tissue should be as long as possible (Fig. 2). 
A No. 4 needle threaded with No. 1 silk is passed 
through the end of one of the strips and again 
through the corresponding edge of the superior 
rectus tendon, and a similar suture passed through 
the other strip and the other edge of the tendon. In 
order that the relative positions of the eye and eyelid 
may be judged the sutures are then drawn tight 
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Fig. 1. Showing the controlling suture and the 
exposed superior rectus tendon. 
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Fig. 2. Tarsal plate. 


without being tied. The edge of the lid should 
slightly overlap the upper part of the cornea. 

This operation may be done under general or local 
anesthesia. 

Great care must be taken to prevent exposure of 
the cornea during the healing stage. It is better not 
to sew the lids together. The best form of dressing 
is a sausage-shaped pad placed over the upper lid 
and kept in place by strapping and a bandage. This 
prevents inversion of the upper lashes and keeps the 
eye efficiently closed. ‘The sutures can easily be re- 
moved after about ten days. 

After healing has taken place and all reaction has 
disappeared it will frequently be found that when 
the eyelid is raised the skin of the upper lid is apt to 
fall in an unsightly fold over the lashes. The skin 
is flabby and seems to lack the normal tone. This 
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Fig. 3. The dotted lines indicate the position of 
the tarsal plate, tarsal strips, superior rectus ten- 
don, and sutures when the operation is completed. 
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can easily be remedied by a plastic operation carried 
out according to the principles of the Hotz operation. 
Lesiie L. McCoy, M.D. 


Pereira, R. F.: Hydatid Cyst of the Orbit (Quiste 
hidatidico de la 6rbita). Rev. Asoc. med. argent., 
1932, xlvii, 2798. 

The author reports two cases of hydatid cyst of 
the orbit which were operated upon successfully. He 
states that cysts of this type in the orbit are rela- 
tively rare. In Argentina they constitute only 2 per 
cent of all hydatid cysts. Males are more frequently 
affected than females because they are more fre- 
quently exposed to the infection. Pereira’s patients 
were fifteen and thirteen years of age. 

The beginning of the disease is generally slow and 
gradual, but Schmidt has reported a case in which 
intense exophthalmos and loss of vision occurred 
within a month. In some cases the development of 
the condition requires years, but the average length 
of time from the beginning of symptoms to opera- 
tion is eight or nine months. 

As a rule the first symptom is pain beginning with 
a feeling of weight or pulling in the back of the orbit. 
This may increase until it causes insomnia, vertigo, 
and delirium. In some cases it may be continuous, 
but more frequently it is intermittent. It may stop 
for a while when exophthalmos begins and recur 
later. It may radiate in various directions—to the 
point of exit of the supra-orbital nerve or to the nasal, 
frontal, temporal, or infra-orbital regions. There are 
cases in which it radiates to the occiput and involves 
the entire half of the skull and face on the side on 
which the cyst is located. 

Another early symptom is diplopia. This is very 
frequent, but not constant. It generally precedes the 
exophthalmos. 

The frequency of the cysts in muscle explains the 
earliness and frequency of pareses and paralyses of 
the muscles. In addition to muscle paralysis, the 
mechanical displacement of the eyeball caused by 
the cyst interferes with the movements of the eye. 
Exophthalmos is common to all tumors of the orbit. 
Its degree depends upon the size of the tumor. The 
exophthalmos due to a hydatid cyst of the orbit is 
not pulsatile or reducible, and does not increase on 
effort or when the head is lowered. There are records 
of a few cases of pulsatile exophthalmos from intra- 
cerebral cysts which eroded the wall of the orbit so 
that the pulsations of the brain were transmitted to 
the eyeball. 

At first, a hydatid cyst of the orbit cannot be pal- 
pated. Asa rule it reaches a size between that of a 
walnut and that of an egg before it is perceptible. 
When it is situated in the upper part of the orbit and 
compresses the levator palpebre muscle it causes 
ptosis which may become permanent if operation is 
not performed before the muscle and nerve have been 
seriously damaged. The tumor is generally round 
and smooth. No fremitus or fluctuation can be noted, 
and there is no pain on palpation. The local tempera- 
ture may be slightly elevated. If the cyst is back of 


the eyeball and presses the eyeball forward, it causes 
hypermetropia, but if it is lateral and presses the 
eyeball against one of the walls of the orbit it causes 
myopia from enlargement of the anteroposterior 
axis. Astigmatism is less frequent. Disturbances of 
accommodation are common. In the majority of 
cases there is mydriasis with paralysis of the ciliary 
muscle and iris, probably from compression of the 
ophthalmic ganglion and ciliary branches. Ophthal- 
moscopic examination is important. Optic neuritis 
and oedema of the disk are frequent. They are pro- 
duced not only by pressure, but also by the toxic 
action of the cyst fluid. Vision may be restored if 
operation is performed soon enough. Color vision 
is preserved except when atrophy of the disk occurs. 
The visual fields are rarely affected. 

The prognosis with respect to life is good, and with 
respect to vision is good if operation is performed 
early. 

The differential diagnosis of tumors of the orbit 
is difficult. In addition to exclusion, there are three 
biological tests of value in the diagnosis of hydati- 
dosis: the Weinberg reaction, which is a complement- 
deviation reaction, the eosinophile count, and 
Casini’s intradermal reaction. 

The treatment is entirely surgical. Puncture of 
the cyst was done formerly, but has been given up. 
The treatment of choice consists in extracting the 
cyst through an incision in the conjunctiva and pull- 
ing out the germinal: membrane with the forceps or, 
if the membrane is adherent, curetting it out. 

AuprEY Goss Morcan, M.D. 


Mann, I.: On Congenital Hyaline Membranes on 
the Posterior Surface of the Cornea. Brit. J. 
Ophth., 1933, xvii, 440. 

Mann says that to explain congenital hyaline 
membranes on the posterior surface of the cornea it 
is necessary to consider: (1) the possibility of a 
similar condition arising from any cause in post- 
natal life, and (2) the possibility of a purely embryo- 
logical explanation. With regard to the first possi- 
bility he says that new formation of hyaline ma- 
terial in the eye from chronic irritation occurs in 
both glaucoma simplex and chronic iridocyclitis. 
Collins and Mayou state that it is found more often 
in infantile glaucoma (buphthalmos) than in the 
glaucoma simplex of adults. They say that the new 
formation of a hyaline membrane on the anterior 
surface of the iris may be produced beneath the 
layer of endothelial cells. This membrane seems to 
be continuous with Descemet’s membrane around 
the angle, to extend over the peripheral anterior 
synechiz, and to be produced by the mesoblastic 
endothelial cells. 

Herbert used selective staining with acid orcein 
on the anterior parts of chronically inflamed eyes 
and showed a photograph in which the limitans ex- 
terna of the ciliary body ended in a glass membrane 
network representing the periphery of the iris 
dilator. He states that free epithelial cells may 
wander forward, leading to laminated hyaline ma- 
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terial on the corneal side of the angle, and that, in 
cyclitis, laminated tissue in the anterior chamber 
lacking the dense glassy appearance and the staining 
characters of glass membrane, may be found ex- 
tending up beyond the middle of the back of the 
cornea, and may be covered by a fairly thick single 
layer of dense new hyaline tissue exactly like 
Descemet’s membrane. Under irritation, the lens 
epithelium can produce hyaline material in the 
same way as pigment epithelium. It seems then 
that, under the influence of inflammation, both 
epithelial and endothelial cells in the anterior part 
of the eye can produce hyaline material. 

In these cases there seems very little evidence 
that the abnormal membrane was so produced. In 
no case except the case reported by Ballantyne was 
there any trace of precipitates or any posterior 
synechie of the uveal border. The presence of a 
fetal rest cannot be assumed since at no time after 
its formation is the pupillary membrane adherent to 
the cornea, and the cornea is not covered by pe- 
ripheral hyaline tissue in normal development. A 
possible embryological cause might be an abnormal- 
ity of the postendothelial tissue which forms the 
anlage of the pupillary membrane and anterior layer 
of the iris stroma. This tissue, which is marked in 
rodents and very poorly developed in man, can be 
seen in the 12-mm. stage in human embryos. Possi- 
bly, if it remained too long in contact with the 
periphery of the cornea, it might lead to the forma- 
tion of hyaline tissue at this site and to abnormality 
of the pupillary membrane. 

In conclusion the author states that we may say 
only that the condition is congenital, and that fetal 
inflammation acts as the initial cause. 

Leste L. McCoy, M.D. 


Thomas, J. W. T.: Microscopic Appearances of 
Corneal Grafts. Brit. J. Ophth., 1933, xvii, 520. 


Dense opacities in the corneal grafts studied by 
the author were associated with: (1) iris adhesions, 
(2) folds in Descemet’s membrane, (3) new tissue 
formation behind Descemet’s membrane, (4) vascu- 
larization of the graft through the cornea, (5) vascu- 
larization of the graft through iris adhesions, (6) a 
large increase in the nuclear content of the graft, 
(7) the formation of irregular spaces between the 
graft fibers, causing irregular refraction and diffrac- 
tion, and (8) a large increase in the thickness of the 
graft. SAMUEL A. Durr, M.D. 


Slocum, G.: Employment of a Conjunctival Bridge 
and Suture in Cataract Extraction. Arch. Ophth., 
1933, X, 329. 

Slocum used a conjunctival bridge for the first 
time in extracting a cataract from an unruly patient. 
It proved so satisfactory that thereafter he used 
such a bridge routinely. Later he modified the 
technique so that the bridge was extended upward 
with the scissors for several millimeters, the top of 
the bridge was partly cut across on one side from 
below upward to facilitate iridectomy and extrac- 
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tion, and dissection of the flap was followed by the 
introduction of a suture to be tied when the opera- 
tion was completed. 

Statistics of operations performed under various 
conditions showed that the bridge improved the 
results, and that the best results were obtained with 
the bridge and a suture. Samuet A. Durr, M.D. 


Samuels, B.: Sympathetic Scleritis. 
1933, X, 185. 


Arch. Ophth., 


The uvea is the primary site of sympathetic oph- 
thalmia, but the specific infiltration involves con- 
tiguous structures. In a microscopic examination of 
ninety-four globes to determine the exact manner in 
which the sclera may be involved it was found that 
the posterior zone of the sclera, especially around 
the optic nerve and in the region of the macula, was 
most frequently and most severely involved. In- 
volvement of the sclera depended on infiltration of 
the choroid. In twenty-seven globes the sclera was 
free from inflammation. In the sixty-seven others 
the scleral involvement consisted of inflammation 
in the walls of emissaria, diffuse internal scleritis, 
circumscribed interstitial scleritis, nodules, or ex- 
ternal scleritis. As a rule two or more of these con- 
ditions were associated. 

As there is a possibility of specitic infiltration out- 
side the globe, a long piece of optic nerve with ad- 
joining tissue should be removed at operation, and 
in cases in which sympathetic ophthalmia is sug- 
gested it is advisable to apply radium therapy to the 
orbital contents remaining after enucleation. 

GeorceE R. McAuuirr, M.D. 


EAR 


Rodger, T. R.: The Treatment of Chronic Sup- 
purative Otitis. J. Laryngol. & Olol., 1933, x\viii, 
525: 

Of the different methods of non-operative treat- 
ment of chronic suppurative otitis, Rodger prefers 
the dry treatment after a thorough preliminary 
cleansing. The ear is first syringed to clean the mea 
tus. The middle ear is then thoroughly irrigated, a 
Hartmann cannula being insinuated into the perfora- 
tion or against it. When the return flow has become 
clear, the ear is mopped quite dry. Then, while the 
surgeon holds a final mop in readiness to catch the 
moist bubbles, the patient is made to inflate the ear 
by Valsalva’s method until the escaping air has a dry 
sound. When the ear has been thus thoroughly 
cleansed and dried the inner part of the meatus is 
filled with fine boracic powder blown in with an in- 
sufflator. In some cases the removal of small granu- 
lations or polypi may be necessary first. In these 
cases the prognosis is not so good. A search must be 
made also for nasal and nasopharyngeal conditions 
which might militate against a successful result. 

In quite a fair proportion of cases the ear remains 
dry after the first treatment. It appears that in such 
cases inspissated material lodged behind the lip of 
the perforation has been acting as a foreign body. 
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The patient is instructed to return for a repetition 
of the treatment whenever the powder becomes 
moist, but it is wise to give him an appointment for 
two weeks later in any case as moisture may be pres- 
ent without his being aware of it. A large perforation 
may not heal, but if the ear remains dry for a consid- 
erable period, it may be assumed that the suppura- 
tion is confined to the middle ear and any recurrence 
may be treated confidently in the same way. 

The patients must be regularly re-examined by the 
surgeon himself. If satisfactory progress is not ap- 
parent within a reasonable time, operation should 
be advised. James C. BRASWELL, M.D. 


Gray, A. A.: Two Cases of Acusticus Tumor. With 
Clinical and Pathological Reports. Proc. Roy. 
Soc. Med., Lond., 1933, xxvi, 1309. 


The author reports two cases of acusticus tumor 
and discusses a third which was reported previously. 
In all three the tumors occurred in the course of 
multiple neurofibromatosis (von Recklinghausen’s 
disease) and were bilateral. The ganglion spirale 
was affected, and it was clear that this is a fairly 
early change because in Case 2 the tumor was very 
small and had hardly begun to produce clinical evi- 
dence of a disturbance of hearing. In spite of very 
advanced degenerative changes in the ganglion spi- 
rale, the organ of Conti was apparently quite normal 
in two of the cases and was affected only in the low- 
est whorl in the third. 

Perhaps the most remarkable feature was the oc- 
currence of areas of typical otosclerotic bone. In 
two of the cases these areas were found in the situa- 
tion in which they are almost always found in ordi- 
nary cases of otosclerosis, that is, in front of the oval 
window. In the third case the otosclerotic bone was 
present in the canal of the cochlea in its apical whorl, 
a most unusual situation. 

There was no deafness in any of the cases until 
after the tumors had manifested their presence by 
disturbances of equilibration or delayed vestibular 
reactions. Therefore the otosclerosis must have de- 
veloped after the tumors on the acoustic nerves. One 
of the patients was only fourteen years old. Oto- 
sclerosis may occur at that age, but is very uncom- 
mon so early in life. 

While it is within the bounds of possibility that 
there was no relationship between the occurrence of 
the acusticus tumors and the otosclerotic bone—in 
other words, that all three patients had acusticus 
tumors and happened also, by pure coincidence, to 
develop otosclerosis, the author believes that this is 
highly improbable. James C. BrasweE Lt, M.D. 


MOUTH 


Hyndman, O. R.: Carcinoma of the Lip. A Clini- 
copathological Analysis of Seventy-Seven Cases 
and a Suggestion for a Rational Plan of Treat- 
ment. Arch. Surg., 1933, xxvii, 250. 


Epidermoid carcinomata of the lip constitute 
from 2 to 3 per cent of all cancers and occur twelve 


times as frequently on the lower lip as on the upper 
lip. As the regional glands of the neck present an 
almost impassable barrier to further metastases, 
death is generally due to the local and regional de- 
velopment of the disease rather than distant in- 
vasion. 

The author has divided his analysis of cases into 
two parts. In the first part the clinical picture is 
correlated with the pathological findings in the 
glands and the subsequent course, whereas in the 
second part the histological features of the primary 
lesion are analyzed in an attempt to correlate them 
with the course of the disease. 

Of the tumors discussed in Part 1, 80 per cent 
were found to be essentially benign neoplasms which 
were slow to metastasize. The prognosis after con- 
servative surgical intervention ranged from good to 
excellent. In a relatively small group of the cases 
the lesions were clinically highly malignant. Metas- 
tases developed early, and regardless of radical 
surgical intervention plus intensive irradiation the 
incidence of cure did not exceed 50 per cent. These 
more malignant tumors were non-keratinizing and 
presented the characteristics of buccal carcinomata 
elsewhere, whereas the relatively benign keratinizing 
tumors had the characteristics of epidermoid car- 
cinomata of the skin in general. 

In the second part of the article the lesions are 
classified into three groups: (1) very benign appear- 
ing lesions, including warts, which fall in Broder’s 
Grade 1; (2) epidermoid carcinomata, which show 
an advanced degree of differentiation with more 
keratinization and pearl formation than in Group 1; 
and (3) lesions with obvious malignancy as evidenced 
by a lack of differentiation and an abundance of 
mitotic figures, which correspond to Broder’s 
Grade 4. 

According to this classification thirty-six of the 
primary lesions were classed histologically as rela- 
tively benign. Only two of them had formed metas- 
tases at the time radical operation was performed. 
Of the ten lesions which were classed histologically 
as highly malignant, six had formed metastases and 
more than half were fatal. 

The choice of the method of treatment must be 
based on a careful clinical examination and a micro- 
scopic study of the primary lesion. If no glands are 
palpable and the lesion falls in Group 1 or 2, removal 
of the primary lesion with an adequate margin all 
around is usually sufficient. If glands are palpable, 
one or more of them should be removed and ex- 
amined microscopically. If they show no metas- 
tases, it is necessary to remove only the primary 
lesion, but if a metastatic lesion is found in any 
gland, a thorough bilateral block dissection of at 
least the submaxillary and submental glands fol- 
lowed by an adequate course of irradiation is indi- 
cated. If the primary lesion falls in Group 2, a com- 
plete block dissection followed by irradiation is indi- 
cated regardless of the clinical findings. Irradiation 
is not advisable unless there is surgical intervention. 

WitirAM G. Ham, M.D. 
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Torelli, G.: Observations in 100 Cases of Cervical 
Rib (Osservazioni sopra 100 casi di coste cervicali). 
Policlin., Rome, 1933, xl, sez. chir. 399. 


The author reviews in detail 100 cases of cervical 
rib after briefly reviewing the theories of the genesis 
of these abnormalities. He has found cervical ribs 
in about 2 per cent of his patients. In 69 per cent 
of the cases they were bilateral. Of the bilateral 
cases, the more pronounced rib was on the right side 
in all, whereas of unilateral cases, it was on the left 
side in 70 per cent. Eighty per cent of the cases were 
those of females. That heredity may play a rdle is 
indicated by the not-infrequent occurrence of cervi- 
cal ribs in several members of one family. Torelli 
describes the surgical anatomy in detail and presents 
a classification of the different types of cervical ribs. 

Of the 168 cervical ribs in the cases reviewed, only 
8 were complete. Thirty were fixed to the first rib, 
and 130 were free. The clinical classification into 
cases without symptoms and cases with vascular, 
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nervous, or objective symptoms is simple and satis- 
factory. Symptoms are present in about to per cent 
of cases. They are characteristically late in their 
development, a fact probably explained by the dif- 
ference in the growth of the numerous structures 
which must be involved before symptoms occur. In 
28 of 60 cases there was a tumefaction in the supra- 
clavicular space, and in 36 a palpable tumor. Not 
infrequently, the onset of symptoms was preceded by 
trauma. Nervous symptoms are most common and 
may be referred to sensibility, motility, trophic, re- 
flex, or sympathetic function. Frequently the vague 
pains are referred to parts of the body other than the 
arm. The vascular symptoms may be arterial or 
venous. The presence of a pulsus differens and a 
difference in the blood pressure are common, but not 
constant. In a number of the cases reviewed the 
differential diagnosis from apical tuberculosis was 
important. In a few of them the two conditions 
were associated. In 28 per cent of the cases there 
was an associated scoliosis of the cervicodorsal spine. 
A. Louts Rost, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Hyland, H. H.: Thrombosis of Intracranial Ar- 
teries. A Report of Three Cases Involving, Re- 
spectively, the Anterior Cerebral, Basilar, and 
Internal Carotid Arteries. Arch. Neurol. & 
Psychiat., 1933, XXX, 342. 


The author reports three cases of cerebral throm- 
bosis illustrating the syndromes associated with 
softening in the distribution of the anterior cerebral, 
basilar, and internal carotid arteries. Because of 
the infrequency of primary thrombosis of cerebral 
arteries other than the middle cerebral artery, the 
associated clinical syndromes are somewhat un- 
familiar and may sometimes pass unrecognized. 

The first case was of interest because of the 


symptoms and clinical findings of bilateral throm- 
bosis of the anterior cerebral arteries and the post- 
mortem findings of an anomalous distribution of 
these arteries. The arteries joined to form one long 
stem which divided into two stems on the dorsum of 
A thrombus was present in 


the corpus callosum. 
the common trunk. 
According to the author, the principal symptoms 
arising from occlusion of one anterior cerebral artery 
are: (1) paralysis of the opposite lower limb due to 
ischamia of the cortical leg area; (2) ideomotor 


Drawing of the circle of Willis (Case 1) 
anomalous distribution of arteries. 


showing 
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apraxia affecting the left arm, whether the limb is 
ipsilateral or contralateral, as a result of softening 
of the anterior part of the corpus callosum; and (3) 
‘psychomotor disturbances” in the upper limb of 
the same side as the paralyzed leg. Hyland ascribes 
the mental reaction of euphoria with freedom from 
inhibitions which occurred in his case to the bilateral 
lesion rather than to a generalized circulatory 
disturbance. 

The clinical picture in the case of thrombosis of 
the basilar artery was considered by the author to 
be characteristic of a lesion of the brain stem. The 
manifestations were those of bilateral pyramidal 
disease affecting the limbs; cranial nerve palsies, 
which at times were on the side opposite the para- 
lyzed limbs; nystagmus; pupillary changes; glyco- 
suria; and a termination suggesting medullary 
failure. 

The third case reported presented the syndrome 
known as carotid hemiplegia which is characterized 
by blindness of the eye on the side of the lesion and 
hemiplegia on the opposite side. Because of the 
rarity of primary thrombosis of the internal carotid, 
Hyland was unable to account for its presence in this 
case. The fact that the patient was convalescing 
from severe pneumonia when the cerebral symptoms 
developed suggests that the pneumonia was a pre- 
disposing factor in the development of the throm- 
bosis. HAte Haven, M.D. 


Elsberg, C. A., and Gotten, N.: The Results of 
Conservative Operations Compared with Those 
of Radical Operations for Cerebellar Medullo- 
blastomata. Bull. Neurological Inst. New York, 
1933, iii, 33. 

The authors review a series of twenty-three his- 
tologically verified cases of medulloblastoma from 
the surgical service of the Neurological Institute of 
New York. The object of their study was to deter- 
mine whether conservative surgical procedures char- 
acterized by wide decompression followed by X-ray 
therapy or more radical operations for surgical erad- 
ication of the tumor plus X-ray therapy give the 
best results from the standpoint of operative mortal- 
ity and survival. 

They found that the average period of survival 
of all patients who recovered from one or more op- 
erations was seventeen and three tenths months. 
In the ten cases in which only a conservative opera- 
tion was done it was seventeen and five tenths 
months, whereas in the cases in which a more radical 
procedure was done primarily or after a conservative 
procedure it was sixteen and five tenths months. 

The operative mortality of all operations was 20.5 
per cent, and the total case mortality 30.4 per cent. 
Twelve patients were operated upon conservatively 
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twenty-three times with a reported operative mor- 
tality of 13 per cent and a case mortality of 15.8 
per cent. (This latter figure appears to be an error— 
\BSTRACTOR.) Eleven patients were operated upon 
by the radical procedure 11 times with an operative 
and a case mortality of 36.3 per cent. 

The authors regard the relatively low operative 
mortality after conservative surgical procedures as 
a factor of importance in favor of conservative sur- 
gery for cerebellar medulloblastomata. They believe 
that the immediate benefit from the radical opera- 
tion is apparently produced by the decompression 
rather than by the incomplete removal of the tumor, 
and that the final result as regards length of survival 
is a consequence of the roentgen therapy of these 
radiosensitive growths. 

They conclude that in the present status of the 
surgical treatment of cerebellar medulloblastomata 
conservative surgery has given better immediate 
results than attempts at radical extirpation, and 
from the standpoint of length of survival, it has 
given results at least as good as those obtained by 
the radical method. HALE Haven, M.D. 


Heymann, E.: Brain Suture (Ueber die Gehirnnaht). 
Med. Klin., 1933, i, 493. 


In modern traumatic surgery primary suture of 
the wound is attempted whenever possible. An ex- 
ception is believed to be necessary only in wounds of 
the brain. The author states that this theory is 


erroneous as the brain may be sutured if it is brought 
into a condition which permits suturing. 
When the brain is to be sutured it must be exposed 


widely enough for the wound to be visible in all di- 
rections. The soft parts and the cranial coverings 
must be opened widely and the dura split extensively 
in order to permit complete removal of blood clots 
and macerated tissues. The brain should be dehy- 
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drated by intravenous injections of concentrated 
glucose solution. The use of the electric knife is rec- 
ommended to prevent venous hemorrhages. Arte- 
rial hemorrhages necessitate ligation. After wound 
toilet described it is usually possible to sew the 
wound edges together with fine catgut sutures. Cut- 
ting through of some of the sutures is not of great 
importance. After this suturing, careful union of the 
soft brain coverings is done. This is possible only 
when the primary suture has been successful. It is 
of great importance because the cicatrization of the 
brain wound occurs entirely from the mesenchymal 
tissues. The possibility of brain prolapse is best 
avoided when the suture of the pia arachnoid holds. 
If this suture is not made, neither an exact dural su- 
ture nor the best plastic will prevent prolapse and 
the dreaded cerebrospinal fluid fistula. 

The author recommends wound suture of the 
brain in operations for traumatic epilepsy and opera- 
tions for tumors, especially large arachnoidal endo- 
theliomata. The wound bed cannot always be closed 
by suture after the removal of huge tumors, and when 
the ventricles must be opened in the course of opera- 
tion, brain suture will not prevent superficial collec- 
tions of cerebrospinal fluid or the formation of cere- 
brospinal fluid fistula. Suture of the ventricular wall 
does not lead to the same rapid healing by scar for- 
mation as suture of other tissues. This is explained 
by the scarcity of mesenchymal tissue in the deeper 
medullary layer. Therefore the scar formation must 
proceed from the surface inward. 

The author has found that brain suture yields the 
best results in wounds of the cerebellum. Resection 
of one-half of the cerebellum can be done in such a 
way that the outer surface covered by the arachnoid 
is preserved. A meningeal suture can then be carried 
out very easily. Cerebrospinal fluid fistula develop 
very rarely. W. MANveE (Z). 














































SURGERY OF 
CHEST WALL AND BREAST 


Wolpers, C.: The Bleeding Breast (Die blutende 
Mamma). Arch. f. klin. Chir., 1933, clxxiv, 447. 


Heretofore the bleeding breast has been studied 
only from the standpoint of the possible develop- 
ment of carcinoma, its clinical aspects, or its histo- 
logical basis. The author has studied bleeding from 
the breast as a phenomenon in itself. He studied the 
bloody secretion occurring in the breast in the ab- 
sence of pregnancy and lactation. The bloody ap- 
pearance is due to destruction of the red blood 
corpuscles. Wolpers distinguishes between a spon- 
taneous secretion and one which occurs only on 
pressure, and between a temporary and a permanent 
secretion. When the latter occurs at definite inter- 
vals it may be described as “intermittent,” and 
when it occurs in association with menstruation it 
may be designated as “‘cyclic.” 

In women, the diseases of the breast of practical 
importance which may cause bleeding are: (1) mas- 
topathy, (2) cysto-epithelioma, and (3) carcinoma. 
The author reports two cases due to the first and 
second conditions and eight cases due to the third. 
In addition, he reports eight cases in which there 
were no positive findings on palpation and only a 
clinical examination was made. 

In the male, bleeding from the breast is due to 
cysto-epithelioma and carcinoma. The author adds 
two cases to fourteen collected from the literature. 
Up to the present time no definite relationships be- 
tween the blood, the bleeding time and the findings 
of palpation have been established. With regard to 
cases of bleeding breast without palpatory findings 
the author rejects the hitherto prevalent view of 
Klose and his co-workers that the condition is pre- 
cancerous and the breast should be radically re- 
moved. When palpation is negative he recommends 
expectant care. Max Buppe (Z). 


Krauss, F.: A Contribution on the Nature and 
Etiology of Lipogranulomatosis Mammz 
(Beitrag zu Wesen und Aetiologie der Lipogranu- 
lomatosis mammae). Zentralbl. f. Chir., 1933, p. 1272. 


The author reports a case of bilateral lipogranu- 
lomatosis of the breast. The patient was a woman 
fifty-one years old who had suffered a mild 
attack of tetanus nine years previously following 
superficial abrasions. At that time she received in- 
jections of anti-tetanus serum in the upper inner 
quadrant of each breast. Soon a walnut-sized tumor 
developed in the upper outer quadrant of the right 
breast and a somewhat larger tumor in the upper 
inner quadrant of the left breast. Both tumors were 
removed, and in the left side breast cysts with a 
fatty, oily content were opened. 
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Microscopic examination of the tumor on the 
right side showed fatty tissue infiltrated by granula- 
tion tissue, small foci of necrosis with giant cells here 
and there, an area of calcification with fibrous en- 
capsulation, and scattered histocytes, some of which 
formed xanthoma cells. The changes in the tumor 
on the left side were on the whole similar to those in 
the tumor on the right side. The lining of the wall of 
one of the larger cysts was formed by large light cells 
(xanthoma cells) and squamous epithelial cells of 
apparently metaplastic origin. For nine years both 
granulomata had remained unchanged and showed 
no tendency to grow. ENpDRE Makat (Z). 


TRACHEA, LUNGS, AND PLEURA 


Nehil, L. W., and Alexander, J.: An Estimate of the 
Value of Phrenic Nerve Interruption for 
Phthisis Based on 654 Cases. J. Thoracic Surg., 
1933, li, 549. 

The authors report the results of 654 phrenic 
operations for phthisis. The present status of 612 
(93.5 per cent) of the patients is known. Of 302 
patients subjected to a phrenic operation alone, 272 
have been traced. In 34 per cent of the latter the 
condition is apparently cured or arrested, in 35 per 
cent it is apparently arrested, quiescent, or im- 
proved, in 12 per cent it is stationary, and in 5 per 
cent it is worse. Fourteen per cent of the 272 pa- 
tients are dead. More than half of the patients in 
whom the condition has been cured or arrested were 
under treatment in sanatoria for from eight to 
thirty-six months before the operation. 

Of 215 cases with a pulmonary cavity in which 
the attempt was made to close the cavity by phrenic 
paralysis alone, a successful result was obtained in 
38 per cent. Of 116 cavities which remained open 
after two or more months’ trial of pneumothorax, 
59 per cent were closed by subsequent phrenic 
paralysis. Therefore, 46 per cent of 331 cavities 
were closed by phrenic paralysis. 

Of 181 traced patients without cavitation in whom 
phrenic paralysis was induced following an un 
satisfactory pneumothorax, the condition was ar- 
rested in 42 per cent and improved in 50 per cent. 
Seven per cent of the patients are dead. 

In the cases of 66 patients, phrenic paralysis 
failed to cause satisfactory improvement and pneu 
mothorax, thoracoplasty, or some other supplemen 
tary operation was done subsequently. Of these 
patients, the condition was arrested in 11 per cent, 
improved in 56 per cent, remained stationary in 3 
per cent, and became worse in 7 per cent. Twelve 
per cent died and 11 per cent could not be traced. 
In 26 per cent of the 66 patients the induction of 
pneumothorax was attempted, but was impossible. 
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SURGERY OF 


In the entire series of 654 patients, phrenic pa- 
ralysis met the authors’ expectations, its effects 
ranging from symptomatic relief to complete arrest 
of the tuberculosis. In no case was the phrenic 
paralysis directly or indirectly responsible for death. 

The best results were obtained in cases of limited 
lesions which were relatively recent and contained 
fibrous tissue young enough to be capable of con- 
siderable contraction. The results were poorest in 
cases of extensive fibrotic lesions with large stiff- 
walled cavities. Ear O. Latimer, M.D. 


Weinberg, J. A.: Iodized Oil in Bronchiectasis, In- 
cluding a Study of Two Cases Following Lo- 
bectomy. Arch. Surg., 1933, xxvii, 545. 


Examination of lobes of lungs removed by the 
author in two cases of bronchiectasis revealed the 
presence of iodized oil almost three months after its 
introduction. The retention of the oil was not con- 
fined to the phagocytic cells; it could be identified in 
the majority of the cellular elements present. 

Autopsy performed on guinea pigs and rabbits 
after the injection of iodized oil showed various de- 
grees of atelectasis and pneumonitis depending 
apparently on the amount of oil used. The retention 
of the iodized oil suggested to the author its thera- 
peutic advantage in cases in which prolonged con- 
tact with the tissues is desired. 

FRANKLIN E. Watton, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Gott, R., Jr.: Spontaneous Rupture of the @soph- 
agus, with a Report of Four Cases. Am. J. M. 
Sc., 1933, CIXxxvi, 400. 


Gott reports four cases of rupture of the cesopha- 
gus, all of which were fatal and in all of which studies 
were made before death and at autopsy. 

Case 1 was that of a woman forty-seven years of 
age who, after a heavy meal, became nauseated and 
had a violent attack of vomiting. During the vomit- 
ing she experienced a sudden excruciating pain in the 
chest and coughed up a small amount of blood. Sub- 
cutaneous emphysema of the front of the neck and 
rales in both lungs then developed and were followed 
by bronchopneumonia and pleurisy with fluid in the 
left chest. Thoracentesis removed fluid from the 
pleural cavity which had a very offensive odor and 
contained free hydrochloric acid. Thoracotomy was 
done to promote adequate drainage. The patient 
died on the seventeenth day. Autopsy disclosed in 
the lower end of the oesophagus a rent 7 cm. long 
extending through the cardia into the stomach. 

Case 2 was that of a woman fifty-two years of age 
who was brought to the hospital with a history of 
“head cold” with chills for three days. Death oc- 
curred almost immediately after her admission. 
Autopsy showed a meningococcic meningitis with a 
yellow purulent exudate over the base of the brain 
and a tear in the cesophagus 2 cm. long, which ex- 
tended upward from the diaphragm. The tear had 
occurred shortly before death. 
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Case 3 was that of a sixteen-year-old girl with 
meningococcic meningitis complicated by broncho- 
pneumonia. Autopsy revealed a tear 6.1 cm. long in 
the oesophagus just above the diaphragm, which had 
occurred shortly before death. 

Case 4 was that of a man sixty years of age who 
developed bronchopneumonia after the resection of a 
duodenal ulcer with gastro-enterostomy. At autopsy, 
two perforating ulcers were found in the lower end 
of the cesophagus. J. Danret Wittens, M.D. 


Offergeld, H.: The Development of Secondary 
Ovarian Carcinoma Demonstrated in a Case of 
Primary Csophageal Carcinoma (Die Entste- 
hung der sekundaeren Eierstockskrebse nachgewie- 
sen an einem primaeren Speiseroehrenkrebs). Arch. 
f. klin. Chir., 1933, clxxiv, 324. 

In a case of clinically proved carcinoma of the 
cesophagus developing in a woman just past the 
menopause, tumors proved to be carcinomata on 
histological examination were found in both ovaries. 
The relationship between such tumors developing in 
different locations is discussed. It is assumed that 
bilateral ovarian carcinomata are secondary to a 
primary carcinoma elsewhere in 77 per cent of cases 
and are primary in the ovary in only 36.6 per cent. 
The frequency of involvement of both ovaries is 
attributed to the fact that after penetration of the 
serosa by a focus in the abdominal cavity the 
space of Douglas acts as a catch-basin for cellular 
structures in the abdominal cavity. According to 
Ribbert, the cells fall by gravity into the deepest 
part of the cavity and therefore settle most fre- 
quently near the ovaries. In addition, there is the 
possibility of transportation of such loosened cells 
through the lymphatics in the abdominal cavity. 
From the space of Douglas numerous lymphatics 
lead to the ovaries. In cases of carcinoma situated 
in the thoracic cavity it appears that the cells are 
usually transported to the abdominal cavity and 
organs by the lymph route even in a direction op- 
posite to that of the natural flow. The transporta- 
tion is effected through the lymphatics of the dia- 
phragm either directly into the abdominal cavity or 
by way of the retroperitoneal glands, whence the 
path can be traced backward into the lesser pelvis 
and to the hilum of the ovary. In the case of ceso- 
phageal carcinoma reported by the author all of the 
lymphatics in the excised specimen were found filled 
with carcinoma cells. 

Endocrine influences are assumed to be responsible 
for the development and unusual size of these ova- 
rian tumors as the administration of ovarian juices 
increases the growth of the tumors and favors their 
spread into other places. Recently, Kermauner has 
suggested that the large size of the tumors may be 
due to the wave-like increases in the blood flow in 
the ovaries which render conditions more favorable 
for the lodgment and growth of the misplaced cells. 

The author comes to the conclusion that all sec- 
ondary ovarian carcinomata are not daughter tumors 
in the true sense, but extensions of a primary tumor 
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to the ovary occurring by retrograde transportation 
by way of the lymphatics. This theory is supported 
by the monomorphic character of the tissue struc- 
ture which is in contrast to the polymorphism of true 
daughter tumors transported by the blood stream. 
Clinically, the secondary tumors in the ovaries are 
usually manifested first, while the primary tumor in 
the gastro-intestinal tract or thorax remains latent. 
The author advocates active therapy. He recom- 
mends removal of both ovarian tumors together with 
the uterus at the time of the operation for the re- 
moval of the primary tumor or at a second operation. 
To date, seventeen cases of complete recovery are 
known. A. SALOMON (Z). 


Caussade, G., Decourt, J., and Duroisel, A.: A Case 
of Mediastinal Dermoid Cyst of the Pulmonary 
Type with Hemoptysis; Termination by Meta- 
static Septic Encephalitis (Kyste dermoide du 
médiastin, forme pulmonaire ‘a hémoptysies” 
Terminaison par encéphalite septique métastatique). 
Arch. méd.-chir. de Vappar. respir., 1933, viii, 246. 

The case reported was that of a man twenty-five 
years of age. The authors compare the tumor with 
the description of mediastinal dermoid given by 
Stafhieri and Sergent. Teratomatous tumors of this 
type may lie in the anterosuperior or antero- 
inferior part of the mediastinum. They are usually 
found on the right side. They give rise to localized 
or diffuse, remittent or continuous unilateral 
thoracic pain. After the painful phase, hemoptysis 
begins. The hemoptysis is difficult to distinguish 
from that of tuberculosis although the blood is more 
apt to be dark and the Koch bacillus is absent. The 
roentgenogram shows a suggestive shadow sur- 
rounded by pericapsular inflammation. 

The only pathognomonic sign is the expectoration 
of hairs and masses of sebaceous tissue. The latter 
may be identified by its reaction to osmic acid. 

Cure may result from calcification of the mass or 
may be brought about by surgical removal if the 
mass is sufficiently large and accessible. Death may 
result from pulmonary suppuration, cachexia, can- 
cerization, or septic embolism. In the case reported 
by the authors, the embolus lodged in the brain 
tissue, giving rise to a metastatic septic encephalitis. 

Marsu W. Poote, M.D. 


MISCELLANEOUS 


Barsony, T.: Hiatus Herniz (Ueber die Hiatus- 
Hernien). Arch. f. Verdauungskr., 1933, liii, 349. 


Hiatus hernia can be diagnosed only roent- 
genologically, and the smaller ones, only with the 
patient in the reclining position. Even five years 
ago, Barsony did not completely agree with Acker- 
lund. He considered confusion of these hernie with 
gastric diverticula and epiphrenic oesophageal di- 
verticula to be impossible. However, the portion of 
the oesophagus which is constricted by a contraction 
above the diaphragm may be easily mistaken for a 
hiatus hernia (pseudohernia). In cases in which the 


constricted portion appears wider than the remain- 
der of oesophagus, the differentiation is rendered 
more difficult. Moreover, the folds which under 
certain circumstances are visible in the hiatus do not 
indicate a hiatus hernia definitely because they may 
occur also in conjunction with dilatation of the 
cesophagus. Therefore Barsony thinks that these 
frequent plum-sized cesophageal constrictions, his 
pseudoherniz, have been regarded erroneously as 
hiatus hernia by later observers. Chaoul has con- 
firmed his findings. Barsony considers a hiatus 
hernia to be present when, with the patient in the 
reclining position, the cesophagus empty, and the 
stomach full, an epiphrenal shadow rounded off on 
top and communicating widely with the stomach 
appears above the hiatus on the repeated application 
of abdominal pressure. 

In contradistinction to Sauerbruch, Chaoul, and 
Adam, he believes that true hiatus hernia are not 
very frequent. However, a negative diagnosis is oi 
no practical significance. In none of Barsony’s 
cases of small hiatus hernia did incarceration occur. 

In discussing the pathogenesis of hiatus herniz, 
Barsony emphasizes that such hernia are not con 
genital as they occur only in old persons. He 
ascribes them to loosening of the pericesophageal 
tissues in the hiatus and increased intra-abdominal 
pressure (Pleitbruch). However, he has not yet 
been able to prove experimentally the réle attrib- 
uted to intra-abdominal pressure by Saatzai. Berg 
mann and Knothe attribute an important rdéle to 
shrinking processes in the upper cesophagus and 
contraction of the longitudinal muscles. 

Hiatus hernie should be borne in mind in the 
examination of all patients with complaints referred 
to the oesophagus and stomach. 

When other conditions are also present, these 
must be treated first. As even large hiatus herniw 
may exist without symptoms, there should be no 
hurry to operate. It is still a question whether a 
laparotomy or a transthoracic operation should be 
done. Many surgeons believe that a congenitally 
shortened cesophagus is a contra-indication to op 
eration. This is not necessarily true, as Harrington 
of the Mayo Clinic has shown that in cases oi 
shortened cesophagus the cardia can be brought up 
under the diaphragm even when the diaphragm is 
paralyzed. FRAnz (Z). 


Wagner, A.: Hernia Through the Csophageal 
Hiatus (Ueber Hernia hiatus cesophagi). Hosp. 
Tid., 1933, P- 257. 

Herniz through the cesophageal hiatus have been 
found to be more common than was formerly sup 
posed. Their formation is favored by all conditions 
causing an increase of the intra-abdominal pressure, 
such as obstipation, pregnancy, prostatic hyper 
trophy, long-continued bodily exertion, trauma 
chronic cough, ascites, and loss of fat and muscle 
tissue. Less common predisposing causes are scar 
ring of the oesophagus, which pulls the stomach up 
into the thorax, and congenital defects. Among the 
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most common symptoms is pain. This is usually 
localized in the region of the upper epigastrium and 
occurs before, during, or after meals or periodically. 
It may be provoked or relieved by changes of posi- 
tion. Dysphagia is a less common but important 
symptom. Other symptoms are belching, pyrosis, 
vomiting, nausea, hamatemesis, occult hemor- 
rhages, and melena. 

In the differential diagnosis it is necessary to rule 
out epiphrenic and subphrenic cesophageal diver- 
ticula, a cardiac antrum of the oesophagus, cardio- 
spasm, other diaphragmatic herniz, relaxation of the 
diaphragm in the region of the oesophageal hiatus, 
and diverticulum of the fundus of the stomach. The 
patient should be examined in the standing and re- 
clining positions. Fluoroscopy after an opaque meal 
is recommended. When the cesophagus is freely 
patent and roentgen examination with the patient in 
the reclining position shows, above the level of the 
diaphragm, para-cesophageal shadows which are con- 
tinuous with the stomach, the presence of a hiatus 
hernia may be assumed with considerable certainty. 
The diagnosis is aided by enlarging the epidiaphrag- 
matic shadows by increasing the intra-abdominal 
pressure. In the standing position, diverticula of the 
cesophagus are filled from the oesophageal lumen and 
not from the stomach, and may show a retention 
after the stomach has been emptied. In contrast, 
hiatus herniz empty simultaneously with the stom- 
ach. Confusion of the condition with a cardiac 
antrum of the oesophagus, cardiospasm, or cancer of 
the cesophagus is easily avoided. 

The author reports 11 cases—4 those of men and 
7 those of women between forty and seventy years 
of age—which were found in 3,000 gastric examina- 
tions. In all of these cases a para-cesophageal hiatus 
hernia was demonstrated by X-ray examination. 
The clinical records show that a diagnosis could not 
have been made from the clinical symptoms alone. 
The necessity for fluoroscopic examination for a cor- 
rect diagnosis is therefore apparent. In addition to 
the fluoroscopic examination, a complete gastric ex- 
amination should be made. 

Hiatus hernia occur most frequently in old per- 
sons with weak musculature and loss of fatty tissues. 

As reports of end-results from operative treatment 
are still lacking, no definite conclusions may be 
drawn with regard to the best therapy. Dietetic 
treatment may be beneficial. HAAGEN (Z). 


Neumann, R.: ‘Hiatus Insufficiencies’’ and So- 
Called ‘Hiatus Herniz.’’ Anatomical In- 
vestigations and Mechanical Tests in the 
Region of the G@sophageal Hiatus of the Dia- 
phragm (Hiatusinsuffizienzen und _ sogenannte 
Hiatushernien. Anatomische Untersuchungen und 
mechanische Pruefungen im Gebiet des Hiatus 
Oesophageus des Zwerchfells). Arch. f. path. Anat., 
1933, CCIxxxix, 270. 


The gastrocardial syndrome of Roemheld and the 
epiphrenal syndrome of von Bergmann are supposed 
to be related to hiatus herniz or hiatus insufficien- 
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cies, the third type of hernie in the classification 
proposed by Ackerlund, in which the unshortened 
cesophagus lies in the pressure sac. Sauerbruch, 
Chaoael, and Adam consider the shadows to indicate 
epiphrenal dilatations of the cesophagus similar to 
the phrenic ampulla. 

One hundred cases were studied anatomically by 
a specially planned dissection technique. The find- 
ings showed that the cardiac incisura is located 
where the fornix of the stomach turns to the left and 
upward. At this point there is a groove, the cardiac 
sulcus or Arnold’s groove. The upper sulcus, the 
sulcus hiaticus, is sharper than the cardiac sulcus. 
Between the two is the cardiac antrum, the average 
length of which is 3.3 cm. By the term “cardia” the 
anatomist means the mucous membrane border be- 
tween the squamous epithelium of the oesophagus 
and the glandular epithelium of the stomach. This 
may be distributed over the entire cardiac antrum, 
but most often lies next to Arnold’s groove. Trans- 
verse borders are not determinable, and longitudinal 
folds pass over into the lesser curvature. 

The cesophageal hiatus of the diaphragm shows 
very little uniformity in the arrangement of the 
muscular fibers. It may even be tendinous. The 
right muscle of the crus is usually the more power- 
ful. The cleft passes downward from left to right 
and is of varying breadth, being broader in pyknic 
than in asthenic persons. The entire pericesophageal 
tissue lacks muscle fibers, but contains elastic tissue 
with many nerves and masses of fat. The peri- 
toneum passes in a more gentle curve up to Arnold’s 
groove and applies itself here or beyond Arnold’s 
groove to the gastric wall. 

Caudad to the entrance of the hiatus, more or less 
marked dilatations are found. These are cesophageal 
bulbs, some of which are isolated and others of which 
resemble a string of pearls on the cesophagus. They 
differ particularly from the bulbi antricardiaci, 
which are below the sulcus hiaticus, vary in size 
from that of a walnut to that of a duck egg, and are 
not always present. They differ also from the bulb- 
positive and the bulb-negative groups, which can be 
recognized immediately or when slight pressure is 
exerted on the abdomen or stomach. It is evident, 
without mechanical proof, that these bulbs include a 
subgroup over the entrance of the hiatus. In the 
second type the bulbs extend toward the hernia. 
Eighty-seven and five-tenths per cent of the cases 
are bulb negative and only 12.5 per cent are bulb 
positive. In the former the sulcus hiaticus lies at the 
entrance of the hiatus, and on pressure over the 
stomach the cesophagus extends only slightly up- 
ward. The upward movement of the hiatic sulcus 
and the antrum varies between 2.15 and 4 cm. Ar- 
nold’s groove has never been demonstrated above 
the entrance to the hiatus. Previous to displace- 
ment, the cardia never lies above the entrance to the 
hiatus, but after displacement it may extend as far 
as 25 mm. above the entrance in 28.5 per cent of the 
cases and is found in the hiatus in 6.7 per cent and 
below the hiatus in 65 per cent. Even after the 
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greatest upward displacement of the cesophagus the 
peritoneum never extends beyond the entrance to 
the hiatus. 

In the bulb-positive group a subgroup shows a 
bulb of the cardiac antrum in which the hiatus 
groove lies at varying distances above the entrance 
to the hiatus. In another subgroup neither a bulb 
formation nor an epiphrenal groove is seen on 
simple inspection, but both of them appear when 
pressure is exerted over the abdominal cavity. Ar- 
nold’s groove and therefore the entire cardiac antrum 
extends beyond the entrance to the hiatus in about 
one-third of the cases. In 61.5 per cent of the cases 
the cardia or epithelial border also extends up to 4.8 
cm. beyond the entrance to the hiatus. Here again 
the peritoneum never extends beyond the entrance 
to the hiatus. The bulbs are always free from it. 

The average age of persons afflicted with bulbs is 
sixty and seven-tenths years. 

The hiatus groove is distinct even without crural 
compression. Arnold’s groove has no circular muscu- 
lature. External differentiation between the stomach 
and the oesophagus is impossible as the border of the 
mucous membrane lies at varying heights. Neverthe- 
less the author believes that it lies most frequently 


at Arnold’s groove. His investigations show that the 
antrum belongs partly to the cesophagus and partly 
to the stomach. However, this is true only of the 
mucous membrane. From the standpoint of function 
it may be assumed definitely that the sulcus hiaticus 
is an occlusive groove. With regard to occlusion at 
Arnold’s groove opinions differ. However, according 
to Neumann, it represents a distinct line of demarca- 
tion—an occlusion. The cesophageal hiatus repre- 
sents a valvular arrangement. What is the patholog- 
ical explanation of the variation in the position of the 
sulcus hiaticus above the entrance to the hiatus 
which occurs only in the bulb-positive group? In 
83.9 per cent of these cases there was pulmonary 
emphysema, and in 58.1 per cent the pyknic 
habitus, in which the hiatus is wider. The increased 
negative pressure is responsible for the bulb forma- 
tion as suction is exerted toward the thoracic cavity. 
Another factor is the disappearance of elastic and 
fatty tissue due to age. The bulb formations of the 
cardiac antrum represent the so-called insufficiencies 
of the hiatus, or hiatus hernia. They are by no 


means herniz as peritoneum is not present. It is of 
interest that clinical symptoms were never present in 
FRANz (Z). 


the author’s cases. 

















GASTRO-INTESTINAL TRACT 


Raiford, T. S.: Carcinoid Tumors of the Gastro- 
Intestinal Tract. Am. J. Cancer, 1933, xviii, 803. 


According to the generally accepted theory, car- 
cinoid tumors have their origin in the so-called 
chromaffin cells of the gastro-intestinal mucosa 
originally described by Kultschitzky in 1897. These 
cells, the origin and function of which are still a 
matter of speculation, are most numerous in the 
region in proximity to the ileocecal valve. 

The typical carcinoid tumor is a small, firm, 
rounded mass which can be moved freely beneath 
the mucous membrane and presents a bright yellow 
surface on cut section. The cells, which supposedly 
arise from the mucosa and extend into the sub- 
mucosa, are arranged in groups and columns sur- 
rounded by a dense stroma of connective tissue and 
hypertrophied smooth muscle. At times the stroma 
suggests a capsule, and in the larger lesions, often 
constitutes the bulk of the tumor mass. The micro- 
scopic picture is one of small regular cells with a 
granular cytoplasm which have an affinity for silver, 
and nuclei that are uniform and contain many 
chromatin particles. Although carcinoids are gen- 
erally regarded as benign tumors, the author has 
collected from the literature 28 cases in which metas- 
tasis occurred to regional lymph glands and more 
distant sites, most commonly the liver. 

Raiford’s material consists of 29 carcinoids which 
were found among 1,611 neoplasms of the gastro- 
intestinal tract examined in the pathological 
laboratories of the Johns Hopkins Hospital. Seven- 
teen were situated in the appendix; 9 were in the 
small intestine, of which 7 were in the ileum; 2 were 
in the colon; and 1 was in the stomach. Therefore 
85 per cent were situated in the region close to the 
ileocecal valve where the Kultschitzky cells are 
known to be most numerous. 

The author states that a carcinoid of the stomach, 
small intestine, colon, or rectum usually does not 
cause symptoms until it is sufficiently large to pro- 
duce obstruction. In carcinoid of the appendix, the 
symptoms are those of chronic appendicitis because 
of the comparatively early obliteration of the lumen. 
Of the author’s 29 cases, metastases had occurred 
in 6 (20.7 per cent). Although the incidence of car- 
cinoid tumors was highest in the appendix, only 1 of 
the 17 carcinoids in that area was classified as 
malignant. Two of the 9 tumors of the small bowel, 
1 gastric tumor, and the 2 tumors of the large bowel 
were malignant. Although large, the gastric tumor 
and the 2 tumors of the large bowel did not produce 
the typical constitutional manifestations usually 
associated with malignancy, i.e., cachexia, anemia, 
and loss of weight. 
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The author states that it is impossible to differ- 
entiate the malignant from the benign tumors 
morphologically, and that they are all to be con- 
sidered potentially malignant. Because of their ex- 
tremely slow rate of growth, malignant character- 
istics do not appear until late. The treatment should 
consist of extirpation. Resection is preferable to 
local excision. The prognosis on the whole is good. 
It is grave only in cases with metastasis, and even 
in such cases a good result may be obtained if the 
tumor is recognized and operation is performed be- 
fore the metastases have become widespread. 

The author’s malignant cases are reported in 
detail. An extensive bibliography is appended. 

ArtuHuR S. W. Tourorr, M.D. 


Hurst, A. F.: The Unity of Gastric Disorders. 
Brit. M. J., 1933; ii, 89. 


An investigation of the anatomy and physiology of 
the stomach of healthy young adults of both sexes 
showed that under perfectly normal conditions there 
is considerable variation from the average. In the 
80 per cent in which the variations occur within 
comparatively narrow limits, the anatomy and 
physiology of the stomach are so perfectly adjusted 
to the exigencies of ordinary life that the subjects 
are likely to reach old age without ever suffering 
from any form of chronic gastric disorders. In the 
development of the hypothesis of the unity of gastric 
disorders Hurst emphasizes the familial predisposi- 
tion in the remaining 20 per cent, one-half of whom 
are born with a hypersthenic gastric constitution and 
most of the other half of whom are born with a 
hyposthenic gastric constitution. The hypersthenic 
group have a hyperchlorhydria often associated with 
a short, high, rapidly emptying stomach, whereas 
the hyposthenic group usually have a hypochlorhy- 
dria and a long, low, slowly emptying stomach. 
Both constitutions are compatible with perfect 
health, but under unfavorable circumstances each 
predisposes to the development of a variety of dis- 
eases which include gastric and duodenal ulcers, 
carcinoma of the stomach, and Addison’s anxmia. 
These diseases become more and more frequent with 
increasing age. The younger the group of healthy 
individuals examined the fairer criterion they will 
be of the general population before it has become 
affected by diseases acquired secondary to a consti- 
tutional predisposition. A large group comprising 
healthy persons of all ages, such as that reported by 
Vanzant, Alvarez, and their colleagues, is a selected 
group from which many of the individuals with 
hypersthenic and hyposthenic gastric constitutions 
are excluded. Such a group presents an inaccurate 
picture of the incidence of hyperchlorhydria and 
hypochlorhydria. 
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The presence of mucus in the ordinary fractional 
test meal indicates an associated gastritis. How- 
ever, mucus is rarely present in excess except in 
hyposthenic individuals with either hypochlorhydria 
or achlorhydria. This is due to the fact that the 
hypersthenic stomach is able to secrete only a very 
little mucus as compared with the hyposthenic stom- 
ach. In the 10 per cent of hypersthenic patients with 
constitutional hyperchlorhydria there is ample pro- 
tection against mechanical and chemical irritants if 
these are taken when the stomach is full, but as 
hyperchlorhydria is usually associated with rapid 
gastric emptying, the stomach is empty for a much 
longer proportion of the day or night than in the 
average individual and there is much more oppor- 
tunity for mucosal damage by alcohol, tobacco, or 
drugs. Accordingly, the 10 per cent of persons with 
constitutional hypochlorhydria due to inadequate 
gastric function are likely to develop gastritis which 
sooner or later leads to achlorhydria. This occurs in 
spite of the attempt made by the stomach to protect 
itself by the secretion of mucus. It is a remarkable 
fact that the type of stomach which, because of its 
deficiency in gastric juice, most often requires a pro- 
tective coating of mucus is most capable of produc- 
ing it. 

The functional efficiency of an organ is always re- 
duced when the organ is inflamed. Therefore in 
chronic gastritis secretion is reduced to a degree 
which varies with the severity and duration of the 
inflammation. The amount of acid present in the 
stomach in a test meal depends upon the constitu- 
tional type of the stomach. Thus the hyperchlor- 
hydria of an individual with a hypersthenic gastric 
constitution becomes less extreme or may be replaced 
by a normal curve of acid or, in exceptional cases, of 
hypochlorhydria. It is significant that when medical 
treatment has resulted in the healing of an ulcer and 
the disappearance of gastritis the acidity is almost 
always higher than it was before. The hypochlor- 
hydria of individuals with hyposthenic constitutions 
is almost always replaced eventually by complete 
achlorhydria as the result of associated gastritis. In 
most cases this can be overcome by removing the ex- 
citing cause. In 82 per cent of thirty-four cases of 
achlorhydria, treatment of the gastritis led to the 
return of free acid. The reduction of acid in these 
cases is due to depression of the gastric secretion by 
the inflammation and the excessive mucus secreted. 

In sixteen cases of gastric ulcer and thirty-two 
cases of duodenal ulcer a secondary test meal at the 
end of treatment showed an increased acidity in all 
but eight. In six, examination revealed hyperchlor- 
hydria and too high normal curves. In cases of ulcer 
the secretion of acid by the stomach continues 
throughout the night, whereas in the normal stom- 
ach this practically never occurs. Because of the 
deficient capacity for secreting mucus which is a 
characteristic of the hypersthenic stomach, the 
stomach of this type lacks the protection against 
damage which, in the hyposthenic¥stomach, is af- 
forded by a layer of mucus. It has been suggested 


that the absence of mucus is due to its digestion by 
gastric juice, but mucus differs from other proteins 
in the extreme slowness with which it undergoes 
peptic digestion. 

Achlorhydria is found in about 99 per cent of 
cases of Addison’s anemia. In these cases the ab- 
sence of hydrochloric acid from the gastric secretion 
is associated with absence of Castle’s “intrinsic fac- 
tor,” a substance, required for the natural stimu- 
lation of hematopoiesis. The primary condition 
responsible for the achlorhydria, the loss of the in- 
trinsic factor, and the ultimate development of the 
anemia and subacute combined degeneration of the 
cord is gastritis. 

The facts cited show that most organic disturb- 
ances of the stomach are secondary to exciting 
causes which are so common that very few persons 
reach old age without coming under the influence of 
one or more of them at sometime in theirlives. Fortu- 
nately four-fifths of the population have stomachs 
which are endowed with sufficient resistance to es- 
cape damage, and it is only the remaining 20 per 
cent who are likely sooner or later to develop an 
organic disease. SAMUEL J. FoGELson, M.D. 


Kallio, K. E.: Intestinal Knot Formations (Die 
Knotenbildung des Darmes). Acta chirurg. Scand., 
1932, Ixx, Supp. xxi. 

This article discusses the form of ileus in which a 
true knot is formed in loops of intestine. A fixed 
part of the intestine generally acts as the passive 
part of the knot, and during the active movements 
of digestion at night a loop of free intestine rolls 
around it and becomes tied. A single loop of intes- 
tine may sometimes form a sailor’s knot. 

To the 84 cases reported in the world literature 
the author adds 77 unpublished cases which he found 
recorded in the hospitals of Finland. One hundred 
and twenty-two (75.8 per cent) of the total number 
of 161 cases were seen in Finland. All of the subjects 
were males who did hard manual labor and lived on 
coarse food. The author believes that a large amount 
of poorly prepared food deficient in calories, such 
as that eaten by the native population of Finland, 
is the primary cause of intestinal knots. Other fac- 
tors are a long intestine, particularly a long sigmoid 
loop, and a fixed terminal ileum, such as are found 
frequently in the men of Finland. 

In the typical case of intestinal knot formation 
the patient is seized with violent pain in the night 
and comes to the hospital within twenty-four hours. 
The marked deterioration of the general condition 
is out of proportion to the short duration of the 
illness. The abdomen is distended, but often the 
distention is not very great. The abdominal walls 
are rigid and painful. Before operation it is usually 
impossible to distinguish ileus due to an intestinal 
knot from ileus due to torsion although the poor 
general condition in the former is suggestive. 

Among the cases reviewed, the knot was in the 
sigmoid in 134, in the ileocecal portion of the in- 
testine in 2, and in the small intestine in 25. In 














most cases general anesthesia must be induced, as 
lumbar and spinal anesthesia are contra-indicated in 
cases of sudden shock and syncope. If a knot is sus- 
pected, the sigmoid, cecum, or small intestine should 
first be punctured. The knot can then be untied by 
pulling on the evacuated part of the intestine. If 
there is any doubt about the vitality of the affected 
loop of intestine the loop should be resected. In 
order to shorten the operation, it is better not to 
perform primary anastomosis of the ends. Resection 
of the large intestine in a single stage is contra- 
indicated in cases of intestinal knots. After exten- 
sive resection of the small intestine a diet rich in 
carbohydrates should be given. 

Of the 161 patients, 103 (63.9 per cent) died. The 
prognosis is most unfavorable in the cases in which 
both the small and the large intestine are involved. 
In the cases of ileosigmoid knot, the mortality was 
67.2 per cent; in those of ileocecal knot, 50 per cent; 
and in those of knot of the small intestine, 48 per 
cent. AupbreEY Goss Morcan, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Ninth Installment. Am. J. Surg., 1933, xxi, 471- 


In selected cases of intestinal obstruction enteros- 
tomy is justified because it relieves the increased in- 
testinal pressure and thereby improves the circula- 
tion in the bowel wall. It is indicated: (1) in the cases 
of desperately ill patients for whom more extensive 
procedures are not justified; (2) as a supplementary 
procedure to other operative measures, and following 
resection and anastomosis; (3) in cases in which 
extensive exploration is unwise because of peritoni- 
tis; and (4) in cases of peritonitis in which there is a 
mechanical obstruction due to adhesions. Its loca- 
tion depends upon the lesion. In cases of obstruction 
in the large bowel the opening should be made in the 
cecum. 

Relatively recently the importance of high je- 
junostomy has been emphasized. Although it is 
difficult to explain why a high jejunostomy is of value 
the results of the procedure are at times quite bril- 
liant. An enterostomy to relieve pressure proximal 
to an anastomosis should be done not far from the 
anastomosis. Jejunostomy is of value particularly in 
cases of peritonitis. In cases in which the opening is 
not intended to be permanent a valvular type of 
enterostomy is indicated. Moss valvular interos- 
tomies are done by some modification of the Witsel 
technique. In the performance of cecostomy it is 
important to use large tubes because of the inspis- 
sated fecal masses present in the cecum. An en- 
terostomy tube should be kept open by aspiration or 
the injection of a small quantity of salt solution 
every few hours. After subsidence of the acute symp- 
toms of obstruction the enterostomy opening may be 
used for the introduction of fluid and food into the 
bowel. Enterostomy is of value in cases of peritonitis 
in which drainage of the bowel proximal to the in- 
volved portion will relieve the ileus, but McIver 
questions the soundness of its performance in general- 
ized peritonitis on the basis of the assumption that 
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death results, not from the peritonitis, but from a 
functional obstruction. 

In the treatment of postoperative obstruction due 
to adhesions simple drainage of a loop proximal to 
the obstruction is usually sufficient. As a rule 
thorough exploration is not indicated and may even 
be dangerous. 

Volvulus occurs infrequently. It was found post- 
operatively in 3 of the Massachusetts General Hos- 
pital series of cases. Of 37 other cases of early post- 
operative obstruction, enterostomy alone was done 
in 17, with 9 deaths; enterostomy with lysis of ad- 
hesions in 10, with 5 deaths; entero-enterostomy 
with lysis of adhesions in 1 case with survival; and 
lysis of adhesions alone in 9 cases, with 3 deaths. 
Accordingly, there were 17 deaths in the 37 cases. 

In cases of intussusception which are seen early 
the treatment is easy. It consists in ‘‘milking” the 
invaginated portion. A careful examination of the 
invaginated portion should be made for the presence 
of a polyp or diverticulum. Difficulty is encountered 
when, as a result of oedema and an inflammatory re- 
action, the invaginated portion becomes adherent. 
Resection is then the method of choice, but fre- 
quently cannot be performed because of the magni- 
tude of the operation. The operation performed for 
volvulus should consist, if possible, of untwisting of 
the loop. A lateral anastomosis may be necessary, 
but if the loop is gangrenous a Mikulicz operation 
may be done. 

Obstruction from mesenteric thrombosis or em 
bolism is best treated by resection of the gangrenous 
intestine, with or without immediate anastomosis. 
In the treatment of obstruction produced by a neo- 
plasm, it is best to drain the bowel proximal to the 
obstruction before attempting to remove the tumor. 
After an interval of from ten days to two weeks to 
allow the intestine to regain its normal tone, the 
tumor can usually be removed. 

Operations for strangulated external hernia are 
best performed under spinal analgesia. In uncompli- 
cated cases all that is necessary is reduction of the 
hernia and repair of the defect, but in cases with gan- 
grene of the intestine resection is indicated. 

After operation the patient must be watched care- 
fully to prevent the aspiration of vomitus. Fluids 
should be administered to prevent dehydration and 
loss of salt. The amount of fluid to be given is de- 

termined best by keeping a careful record of the in- 
take and output. In the presence of a high enteros- 
tomy large amounts of fluids are necessary because of 
the great loss of fluid through the enterostomy tube. 
Very little, if any, fluid should be given by mouth, 
and none should be given until the intestine has re- 
gained some of its tone. Before the operation fre- 
quent chemical studies of the blood, especially de- 
terminations of the carbon-dioxide combining power 
and chlorides, should be made. 

The chief postoperative complication is shock due 
partly to the obstruction and partly to the operation. 
In this condition, irrespective of its cause, there is 
probably a reduction of the blood volume. To com- 
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bat it, efforts should be directed toward restoring the 
normal volume of circulating fluid. Postoperative 
pulmonary complications are not infrequent, as 
patients operated upon for intestinal obstruction are 
in poor condition. There are a few reports of cases in 
which tetanus developed. Continuation of the gastro- 
intestinal symptoms, especially those of obstruction, 
may be due to incomplete relief of the obstruction or 
a functional obstruction superimposed upon a me- 
chanical obstruction. Patients with such postopera- 
tive symptoms should be treated conservatively by 
gastric lavage. Operations for intestinal obstruction 
are apt to be followed also by an intestinal fistula. 
The higher the fistula, the greater its importance. 
High intestinal fistula are especially dangerous be- 
cause of the associated loss of intestinal secretion. 
The various methods of treating such fistulz are dis- 
cussed. Even though rather extensive resections of 
the intestinal tract can be tolerated, they may be 
followed by severe malnutrition. 
ALTON OcusNeErR, M.D. 


Canavero, M.: The Histological Changes and the 
Functional Adaptation of the Small Intestine 
After Colectomy. An Experimental Study. 
(Sulle modificazioni istologiche e sull’ adattamento 
funzionale del tenue dopo la colectomia. Ricerche 
sperimentale). Policlin., Rome, 1933, xl, sez. chir., 
421. 


The author reports the results of total colectomy 
followed by end-to-end anastomosis in four dogs. 
After the operation the dogs were carefully studied 
clinically and roentgenologically and sacrificed at 
the end of three, five, and eleven months. 

It was found that the terminal loop of the small 
intestine became almost identical with the excised 
colon in size and shape, and that coincident with 
these changes there were histological changes, the 
most pronounced of which were hypertrophy and 
hyperplasia of the tunica muscularis and mucosa. 
These changes could be demonstrated from five to 
six months after the operation, and were well marked 
by the tenth or eleventh month. 

EvuGENE T. Leppy, M.D. 


Bauer, G.: The Treatment of Appendicitis Perito- 
nitis (Zur Behandlung der Appendicitis-Peritonitis). 
Acia chirurg. Scand., 1933, 1xx, Supp. xxiv. 

In a monograph of impressive proportions, Bauer 
analyzes all cases of appendicitis seen at the General 
Hospital of Malmé, Sweden, during the period from 
1896 to 1931, with special reference to the treatment 
of peritonitis of appendiceal origin. Since 1903, the 
treatment of peritonitis in that hospital has been 
stabilized and patients have been admitted reason- 
ably early. Consequently, the cases seen since 1903 
(5,977 of the total series of 6,218) were selected for 
special study. Among these there were 769 of chronic 
appendicitis with death in 2 (0.26 per cent), and 
5,208 of acute appendicitis with death in 174 (3.3 per 
cent). The total mortality was therefore 176 deaths 
(2.9 per cent). 


The treatment of appendicitic peritonitis remains 
a moot question. Comparative statistics are difficult 
to evaluate because of the lack of definite criteria as 
to the presence of peritonitis, the differences in 
terminology regarding the type of peritonitis, and 
the difficulty of determining the circumscription, ex- 
tensiveness, and severity of the process. The author 
divides his cases into those of circumscribed and 
those of non-circumscribed peritonitis, and sub- 
divides the latter into mild, moderate, and severe 
cases. His cases of acute appendicitis include 3,75. 
without peritonitis or with only serous peritonitis 
(mortality, 0.7 per cent) and 1,449 cases with sup 
purative peritonitis. Of the latter, 773 were non- 
circumscribed and 676 circumscribed. The treat 
ment of non-circumscribed peritonitis has been 
standardized in the Malmé Clinic since 1909. There 
fore the cases treated since that time, 569 in num- 
ber, were selected by the author for detailed study 
In these cases there were 61 deaths, a mortality o/ 
10.7 per cent. The plan of management in circum 
scribed peritonitis has remained essentially un- 
changed since 1903. Therefore all cases since that 
date, totalling 676, were included in the study. In 
this group there were 47 fatalities, a mortality of 6. 
per cent. 

Analysis of the cases of non-circumscribed perito 
nitis reveals wide fluctuations in the mortality curve 
from year to year and, to a lesser extent, from one 
three-year period to the next. Of greater significance 
is the fact that the mortality in the last decade is 
definitely higher than that in the preceding decade 
The mortality increases with the duration of the dis 
ease before operation. It is greater in males than i: 
females, and highest in childhood and old age. Defi 
nite perforation of the appendix was found in about 
60 per cent of the cases. The incidence of perfora 
tion increases with the duration of the disease, ani 
the mortality is about three times as high in cases 
with, as in cases without, perforation. The morta! 
ity from circumscribed peritonitis exhibits similar 
fluctuations, although the rate in the last decade was 
somewhat lower than for the preceding decade. In 
this group, the death rate was higher among females 
than among males, and a relation of the mortality to 
duration was much less evident. Cases in which the 
appendix was directed medially or upward were re 
sponsible for the greatest percentage of deaths. 

The 2 most disputed problems in the treatment 0! 
non-circumscribed peritonitis are the advisability o! 
immediate operation in cases of more than forty 
eight hours’ duration and the advisability of drain 
age of the peritoneal cavity. The author holds that 
operation should be done in every case, irrespective 
of the duration of the condition, as long as the pa 
tient is not moribund, and that the abdomen shoul! 
be closed without drainage in all cases of non-cir- 
cumscribed peritonitis. In cases in which the bed o/ 
the appendix is necrotic or granulating or persistent 
oozing occurs, local drainage of the ‘‘dangerous 
area”’ is advisable, but this is in no way to be inter- 
preted as an attempt to drain the free peritoneal 
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cavity. That primary closure is indicated in all 
cases of diffuse peritonitis, including the most severe, 
is evidenced by the statistics of the Malm6 material. 
Immediate primary suture was done in 67.5 per cent 
of all cases, and primary closure plus local drainage 
of the appendix bed in an additional 24 per cent. In 
only 4 per cent was an attempt made to drain the 
general abdominal cavity. 

The mortality statistics of this series compare 
favorably with those from other institutions. The 
incidence of immediate and late wound infection and 
of postoperative hernia was very low and the period 
of hospitalization very short in comparison with the 
other series. The only complication seen more fre- 
quently in non-drained cases was secondary abscess 
in the cul-de-sac of Douglas, but this is of no great 
importance. One of the greatest advantages of pri- 
mary suture is the infrequency of postoperative 
ileus. The experiences of the Malmé Clinic with 
primary suture over a period of twenty-two years 
lend strong support to treatment without drainage 
for all cases of non-circumscribed peritonitis. 

In reviewing other therapeutic measures in the 
treatment of this type of peritonitis, the author 
states that mopping and irrigation of the peritoneal 
cavity are equally advantageous. However, in the 
use of either, great care must be taken to avoid in- 
jury to the peritoneum. The use of antiseptic sub- 
stances or fluids to prevent adhesions is objection- 
able. The usual administration of fluids, chlorides, 
and stimulants is advocated. Lymphatocostomy is 
condemned. Polyvalent anaérobic sera are valuable 
prophylactic and therapeutic adjuncts and should be 
employed whenever spreading peritonitis exists or is 
threatened. Ileus is combatted by the use of drugs, 
laxatives, enemas, and stupes. Intravenous hyper- 
tonic salt solution is of value and, in selected cases, 
splanchnic or spinal anesthesia. Repeated or con- 
tinuous gastric lavage affords great relief. Enteros- 
tomy is indicated only in localized or mechanical 
ileus. Thrombosis and embolism are best avoided by 
active exercise and getting patient out of bed early. 

Circumscribed peritonitis lends itself less defi- 
nitely to a single plan of management. In cases of 
not more than five days’ duration the results are best 
and the mortality is lowest when operation, includ- 
ing removal of the appendix, is performed immedi- 
ately. This is true whether a palpable mass is pres- 
ent or not. In 529 of the author’s cases which were so 
treated the mortality was 6 per cent. In cases of 
abscess of more than five days’ duration conserva- 
tive treatment is safer, but in the majority surgery 
will become necessary later. 

An extensive bibliography is appended, together 
with abstracts of the histories of about 1,250 cases of 
peritonitis of appendiceal origin. 

LEo M. Zimmerman, M.D. 


Edmunds, A.: Unsuccessful Appendicectomy. 
Lancet, 1933, CCXXV, 393. 

In many cases in which appendectomy is per- 

formed it is quite easy to be certain that the appen- 


dix is definitely abnormal and might have been re- 
sponsible for the symptoms. In other cases the ab- 
normalities in the appendix are so slight that it 
seems doubtful whether they could have caused such 
definite symptoms. In some of both types of cases 
the patient is not benefited by the operation and it 
is obvious that some other factor besides the ap- 
pendix was involved. Pain resembling that of 
appendicitis may occur in the abdominal wall or 
may be caused by evacuation of the bowels or dis- 
tention of the cecum. 

As the abdominal wall is a fibromuscular sheet, it 
is liable to all the affections of fibrous and muscular 
tissue. The most common cause of pain in the ab- 
dominal wall is weakness of the muscles. In cases of 
pain due to this cause a diagnosis of visceroptosis is 
generally made and the discomfort relieved by the 
wearing of an abdominal belt. The author believes 
that practically all of the symptoms ascribed to 
visceroptosis are due to aching of the abdominal 
wall and have no relation to the viscera. 

Constipation, of which the patient is often un- 
aware, with the presence of dry, scybalous masses 
in the colon, is a frequent cause of abdominal pain. 
Treatment, though it may be difficult and prolonged, 
will often result in cure. 

Painful distention of the cecum may be brought 
about by the retention of faces, atony of the cecum, 
spasm of some part of the bowel beyond, or mechani- 
cal obstruction such as an acute angulation of the 
colon at the hepatic flexure. For the relief of an 
atonic distended colon, cwcoplication is advisable. 
It adds very little to the severity of appendectomy. 

SAMUEL Kaun, M.D. 


Guibal, J., Sabotier, A., and Vassileff, N.: Perfora- 
tion of the Rectum by Impalement (Les per- 
forations du rectum par empalement). Rev. de chir., 
Par., 1933, lii, 466. 


Perforation of the rectum by impalement demands 
immediate surgical treatment to prevent fatal peri- 
tonitis or pelvic cellulitis. 

Two types of cases are distinguished: (1) those 
in which a sharp object penetrated the anus directly, 
and (2) those in which the rectal wound was in- 
cidental to a perineal injury. The latter type is the 
more common. Involvement of the peritoneum in 
rectal wounds usually occurs by way of the cul-de 
sac of Douglas. Lesions of various extent may in- 
volve any of the perirectal tissues. Frequently, 
rectal wounds are complicated by lesions of the 
bladder, urethra, or genital organs, and occasionally 
by lesions of organs high in the abdominal cavity. 

Severe external haemorrhage occurs only from 
perineal wounds. Bleeding from the rectum is apt 
to be largely internal. When the peritoneal cavity 
has been entered there is muscular rigidity over the 
lower part of the abdomen. The gravity of the 
lesion is evidenced by the general condition. 

Local examination should include inspection 
through the proctoscope and careful digital palpa- 
tion. The urinary organs should also be examined 
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and the bladder catheterized. As local examination 
is seldom sufficient to determine the extent of the 
lesion, a suprapubic exploratory incision should be 
made if the general condition suggests that the 
injury is serious. 

Some surgeons regard colostomy as essential in 
all cases, whereas others perform it only in cases of 
extensive injuries. The authors state that in cases of 
simple lacerations of the mucosa, ordinary surgical 
cleansing and drainage are sufficient. 

In cases with lesions of the rectal wall and adjacent 
structures the integrity of the peritoneum should be 
established by laparotomy and a colostomy per- 
formed. Drains should be placed in the anus and 
through lateral perirectal incisions. Bladder in- 
juries should be treated by means of a retention 
catheter or by cystostomy, depending upon their 
extent. 

When the peritoneal cavity is involved, the usual 
procedures for hemostasis, suturing of perforations, 
and surgical cleansing should be carried out. In 
most cases a colostomy is essential. In accordance 
with the present tendency in France, the authors 
rely upon gauze drainage, particularly in the form 
of the Mikulicz drain. 

The colostomy should be closed after supple- 
mentary ‘operations have been performed on the 
sphincters and urinary tract and the integrity of 
these parts has been re-established. 

The authors cite the case of a laborer who fell 
from a ladder onto the handle of a shovel. As his 
clothing was not torn the injury was considered 
slight and he was placed under observation. The 
anus was found dilated, and a small amount of blood 
came from the rectum. Within four hours the pres- 
ence of serious internal injuries was manifested by 
a rapid rise in the pulse rate and rigidity over the 
lower part of the abdomen. At operation, the pelvis 
was found filled with blood and feces, and an ex- 
tensive tear of the rectum into the cul-de-sac was 
discovered. The rectum was repaired, a Mikulicz 
drain introduced, and the operation terminated by 
colostomy. Uneventful recovery resulted. 

ALBERT F. DE Groat, M.D. 


Wood, W. Q., and Wilkie, D. P. D.: Carcinoma 
of the Rectum. An Anatomicopathological 
Study. Edinburgh M. J., 1933, xl, 321. 


The study herewith reported was made on 100 
specimens of carcinoma of the rectum removed at 
operation and hardened in formalin. All of the 
lymph glands were dissected out and subjected to 
microscopic examination. The position of the lymph 
glands and the site and extent of the primary tumor 
were recorded on a chart. A study was then made of 
the gross specimen and of a large section prepared 
from one half of the specimen including the entire 
tumor in its longitudinal axis together with a portion 
of the rectal wall above and below. 

In the early stages, cancer of the rectum forms a 
flattened plaque in the mucous membrane of the 
bowel wall. Its later appearance depends upon its 


degree of malignancy and especially its power to in- 
vade the neighboring tissues. Great variations are 
observed. The least malignant cancers show a tend- 
ency to grow toward the lumen of the bowel. They 
take on an exuberant papilliferous appearance. A 
tumor remaining flattened with only slight eleva- 
tions of the margins shows marked invasive tend- 
encies and a high degree of malignancy. Many in- 
termediate forms are found. The most malignant 
variety of rectal cancer is the primary mucoid or col- 
loid cancer. This is commonly a large, bulky tumor. 
Ulceration of the growth takes place as the result of 
infection and insufficiency of the blood supply caus- 
ing central necrosis of the tumor. Before the occur- 
rence of ulceration there are often no symptoms. 

Tumors spread more readily laterally than in the 
longitudinal direction. They may ultimately en- 
circle the bowel completely. This is apt to occur 
especially in the region of the pelvirectal junction. 
Miles estimates that it takes about one year for the 
cancer to grow three-fourths of the distance around 
the circumference of the bowel. Small neighboring 
sessile growths of the tumor about the size of a split 
pea are frequently observed. These show the struc- 
ture of simple adenomata. They occurred in 30 per 
cent of the specimens examined. Lockhart-Mum- 
mery and Dukes regard the adenomata as precancer- 
ous lesions. 

Carcinoma of the rectum may spread in 4 ways: 
(1) locally, by direct extension; (2) by the blood 
stream; (3) by the lymphatics; and (4) by peritoneal 
deposits. Blood-stream dissemination may be re- 
garded as an accident in the life history of bowel can- 
cer. It results from the invasion of a vein and the 
dissemination of tumor emboli to the liver through 
the portal circulation. Recurrences after operation 
frequently involve the liver. Local spread of the 
growth is usually a matter of gradual extension by 
continuity from the primary site. It occurs more 
readily in the circular than in the longitudinal direc- 
tion. At first limited to the mucosa and the sub- 
mucosa, later it invades the muscularis, sending root- 
like processes between the muscular fibers. Even- 
tually it perforates the muscular coat and may in- 
vade neighboring organs such as the prostate and 
bladder and press upon the sacral nerves. In excep- 
tional cases the growth is very malignant and rapidly 
permeates adjacent tissues and organs in all direc- 
tions. These cases are hopeless from the beginning. 
Lymphatic permeation through the submucosal 
lymphatics was found in 3 of the specimens studied. 
It appears to be an unusual and limited dissemina- 
tion of the cancer nodules. When the tumor has in- 
vaded the muscular coat and has led to perforation 
into the perirectal fat, it may still be completely re- 
moved with a satisfactory after-result. 

In the study reported, 1,123 lymph glands were 
sectioned and examined microscopically. Forty- 
nine of the 100 specimens were entirely free from 
lymph gland invasion. Of the remaining 51, only 1 
gland was infected in 14 and only 2 glands in 13. 
Twenty-four specimens presented severe glandular 
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nvolvement. According to the authors’ experience, 
the larger glands are usually inflammatory and the 
hyperplasia results from the absorption of septic ma- 
terial from an ulcerated growth. The presence of 
large palpable glands in cancer of the rectum may be 
misleading as the enlargement is often entirely of an 
inflammatory nature. This cannot be determined by 
palpation. The location of the lymph glands has a 
most important bearing on the scope of a radical 
operation. In most cases enlarged glands are found 
at or above the level of the growth. In the very ma- 
lignant cases, the majority of the lymph nodes are 
infected. An essential part of the radical operation is 
removal of the glands as high up as the level of the 
bifurcation of the superior hemorrhoidal artery. 
The sheath of the rectum plays a part in limiting the 
spread of the process. Numerous sections made of 
the levator ani and external sphincter muscles in the 
cases reviewed failed to reveal cancer foci. Appar- 
ently voluntary muscle resists the invasion of cancer. 
Spread of cancer of the rectum by lymphatic permea- 
tion appears to be a very limited process until the 
advanced stages of the disease. 

In recent years attempts have been made to dif- 
ferentiate between the various grades of malignancy. 
It is well known that the rapidity of growth and cell 
dissemination varies greatly, and that breast cancer 
may run a rapid course of a few months or may be 
present for many years with very slight symptoms 
of activity or spread. In cancer of the rectum the 
age of the patient is a factor, but the structure of the 
tumor and its ability to liberate malignant cells are 
of great importance in the virulence of the disease. 
Dukes has attempted to group cases of cancer of the 
rectum according to the depth of penetration of the 
wall of the rectum and the presence or absence of 
secondary growths in the lymph glands. From a 
study of cases so grouped it is apparent that the 
presence or absence of infection of the lymph glands 
is of more importance in the prognosis than the ex- 
tent of the local spread. Many of the cases reviewed 
are too recent to be of aid in the estimation of the 
merits of this method of grouping. 

Broders grades carcinomata of the rectum accord- 
ing to the histological appearance of the tumors. 
Railford has recently called attention to the impor- 
tance of distinguishing between the true primary 
mucoid cancer and the adenocarcinoma with mucoid 
degeneration. The mucoid carcinoma is a malignant 
hyperplasia of mucus-forming elements. In this 
tumor the cells are large and round and distended 
with lightly staining cytoplasm. The “‘signet ring” 
appearance is common because of the accumulation 
of mucus in the cells, and ultimately rupture of the 
distended cells takes place. There is no evidence of 
glandular formation. In the adenocarcinoma with 
mucoid degeneration, the typical picture is that of an 
adenocarcinoma. The acini become distended with 
mucus and ultimately rupture. The lining epithe- 
lium is compressed and partly destroyed. The pres- 
ence of mucus in the acini in any quantity indicates 
that the cells are well differentiated and are attempt- 


ing to perform their normal function. Tumors of 
mucoid degeneration are therefore of a low grade of 
malignancy while true mucoid cancer is very highly 
malignant, being in fact a degenerating medullary 
carcinoma. 

The authors conclude that the grading of rectal 
cancers has not yet reached a stage at which it will 
permit a much more accurate prognosis than that 
which has been possible in the past. The histological 
structure may vary considerably in different parts of 
the growth, and the tumor can be graded only accu- 
rately by complete examination and by noting the 
type of structure which preponderates. Conclusions 
based on examination of only small pieces of tumor 
are certain to lead to error. 

In conclusion the authors review briefly cases 
typical of the various grades of malignancy and ex- 
tent of spread, showing in each instance the local 
spread by a large section, the lymph spread by a 
“gland chart,” and the grade of malignancy by a 
photomicrograph. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lambret, O.: The Surgical Treatment of Gall- 
Bladder Stasis (Traitment chirurgical de las stase 
vésiculaire). Presse méd., Par. 1933, xli, 1097. 


The diseases peculiar to the infrahepatic region 
may be classified into 2 groups: (1) ulcer, cancer, 
cholelithiasis, and the inflammatory results of cho- 
lelithiasis, and (2) certain more or less functional dis- 
turbances which are differently interpreted by vari- 
ous authorities. It is with the second group, par- 
ticularly gall-bladder stasis, that this article deals. 

In spite of the important studies of Lyon and 
Chiray, there has been no unanimity of opinion re- 
garding the diagnosis, the nature, or the treatment 
of gall-bladder stasis. In Lambret’s opinion, the 
essential feature of gall-bladder stasis is visceropto- 
sis. This may or may not be complicated by peri- 
vesicular adhesions. When perivesicular adhesions 
are present, the stasis is atonic, and when they are 
absent it is mechanical and atonic. 

In atonic stasis the gall bladder is elongated and 
mobile and extends beyond the edge of the liver. It 
can be emptied readily by compression, but remains 
flaccid. In addition to the ‘‘cholecystatony” de- 
scribed by Chiray there is ptosis. In 6 per cent of 
the cases, calculi are found. Cholecystitis is excep- 
tional. Beside the gall-bladder findings, there is the 
general picture of visceroptosis, and the atony ex- 
tends to the stomach and duodenum. 

When the stasis is due to a mechanical cause such 
as perivesicular adhesions, ptosis may be absent. 
However, it is present in 8 out of 10 cases. Because 
of the associated disorders in the infrahepatic region, 
the réle of the gall bladder in the production of 
symptoms is difficult to determine exactly. Pain 
over the gall bladder, asthenia, headaches, vomiting, 
and icterus are symptoms of some significance. 
Drainage by the Lyon method occasionally produces 
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an abundant amount of B bile and is followed by re- 
lief for a time. The most valuable diagnostic method 
is cholecystography. This shows a persistent gall- 
bladder shadow and discloses the shape and location 
of the gall bladder. 

The functional effects of stasis are easily under- 
stood. The bile becomes abnormally concentrated 
and viscid, making evacuation of the gall bladder 
difficult or impossible. The result is discomfort or 
pain in the right hypochondrium. The condition be- 
comes more complicated when there are adhesions 
between the gall bladder and duodenum. 

While treatment by the method of Lyon often 
gives good results lasting for a period of two or three 
months, some patients are unable to tolerate it and 
few are benefited by it for a considerable length 
of time. 

Surgical methods of treatment include chole- 
cystectomy, external drainage, and internal drain- 
age. 

Cholecystectomy does not give relief and often 
makes the condition worse. 

External drainage is of value when cholecystitis 
or pancreatitis is present. In cases of stasis alone the 
patient is relieved only as long as the fistula persists. 

Internal drainage by anastomosis of the gall blad- 
der to the stomach or duodenum is not a physiologi- 
cal operation. While the results are sometimes ex- 
cellent, they are also sometimes very poor. 

As ptosis, particularly of the stomach, is the essen- 
tial feature in these cases, the author believes that 
operation should be directed primarily to the ptosis 
and procedures on the gall bladder should be ac- 
cessory. 

At operation, the gall bladder may be found nor- 
mal, atonic, or obstructed. When it is normal the 
operation should be limited to plication and sus- 
pension of the stomach. When ptosis and atony of 
the gall bladder are found, plication and suspension 
of this organ should be added. The fundus should be 
reduced by invagination beneath a pursestring su- 
ture. 

If the ptosis is due to anomalies of position with 
kinks of the cystic duct within the lesser omentum, 
the duct should be isolated in order to destroy adhe- 
sions and in order that it may be straightened. The 
resulting defect in the peritoneum may be repaired 
with a peritoneal or prepared graft of amniotic mem- 
brane. Adhesions to the duodenum are particularly 
serious. They must be destroyed and their recur- 
rence prevented. The raw surface of the gall bladder 
should be covered with a prepared graft and that of 
the duodenum is invaginated by a transverse su- 
ture. This suture displaces the duodenum to the 
left and out of contact with the gall bladder. 

In some instances, duodenal stasis necessitates 
duodenojejunostomy in addition. 

The operations described are well tolerated. The 
author obtained satisfactory results from them in a 
series of 120 cases. In the oldest cases, the results 
have been maintained six years. 

ALBERT F. De Groat, M.D. 


Shann, H., and Fradkin, W. Z.: Liver Sequestration 
After Cholecystectomy: Report of a Case, with 
a Review of Experimental and Clinical Observa- 
tions. J. Am. M. Ass., 1933, Ci, 829. 


Two months after cholecystectomy a woman of 
forty-eight years was operated upon for a persistent 
biliary fistula. A probe passed into the fistulous 
tract led to a collection of bile and purulent fluid 
under the liver. After separation of adhesions and 
exposure of the undersurface of the liver a large mass 
of grayish-white necrotic tissue suggesting a sponge 
left at a previous operation was found to the right 
of the gall-bladder fossa. Withdrawal of the mass, 
which was accomplished easily by slight traction, 
exposed a deep cavity in the liver which was lined 
with rough granulation tissue. Pathological ex- 
amination showed the mass to be composed mainly 
of necrotic liver tissue. The patient made a good 
recovery. 

The authors state that when the numerous opera- 
tions performed on the gall bladder and adjacent 
organs are considered, it is remarkable that there are 
so few reports of injury to the hepatic vessels fol- 
lowed by liver necrosis. Anomalies of the hepatic 
artery or its branches or a tortuous course of the 
vessel in relation to the bile ducts would make clamp- 
ing or ligation easily possible in difficult operations. 

As shown in the case reported, accidental ligation 
of the hepatic artery or one of its large branches will 
cause anemic infarction with sequestration of liver 
tissue. Wittram E. SHACKLETON, M.D. 


Elman, R.: Acute Interstitial Pancreatitis. A 
Clinical Study of Thirty-Seven Cases Showing 
(Edema, Swelling, and Induration of the Pan- 
creas, But Without Necrosis, Hamorrhage, or 
Suppuration. Surg., Gynec. & Obst., 1933, lvii, 291. 

The author reports four cases of his own and re- 
views thirty-three collected cases of a disease entity 
which he diagnoses as acute interstitial pancreatitis. 
This condition is characterized by induration, swell- 
ing, and cedema of the pancreas. Hemorrhage, sup- 
puration, and necrosis are absent. 

As a rule there is a history of previous attacks 
over a period ranging from a few weeks to a number 
of years. Many patients have complete relief of 
symptoms between attacks, while others complain 
of chronic dyspepsia simulating gall-bladder disease. 
Pain is the predominant symptom. In some cases 
it is so severe as to cause prostration. In nearly half 
of the cases with severe pain operation was per- 
formed within twenty-four hours after the onset. In 
the majority, a diagnosis of biliary colic, perforation 
of a peptic ulcer, or intestinal obstruction was made 
before the operation. In only sixteen of thirty-five 
cases was the gall bladder found diseased. In no 
instance was perforation or obstruction discovered. 
Local tenderness was present in the mid-epigastrium 
and occasionally also in the left or right upper 
quadrant of the abdomen. Glycosuria occurred in 
six cases and a marked increase of the amylase of 
the blood in one case. Lipase and diastase were 
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found in the urine in two cases. In all of the cases 
the pancreas was examined at operation or autopsy. 
It was found definitely cedematous and sometimes 
hard and indurated, but showed no hemorrhage or 
necrosis. In a number of cases the cedema appeared 
yellow or green, suggesting the presence of bile, but 
microscopic studies of the tissue failed to reveal 
necrosis. The striking finding was a marked infiltra- 
tion of polymorphonuclear cells into the interstitial 
tissue of the pancreas. 

The author attributes the condition to a reflux of 
bile from the common duct into the pancreatic ducts. 

The most effective surgical procedures included, 
besides drainage of the pancreas by incision, treat- 
ment of the biliary tract such as bile drainage with 
or without removal of the gall bladder or chole- 
cystectomy alone. STANLEY H. MEn7TzeEr, M.D. 


Leven, N. L.: Primary Carcinoma of the Pancreas. 
Am. J. Cancer, 1933, xviii, 852. 


The author reviews ninety-nine cases of primary 
carcinoma of the pancreas. He describes three gross 
and microscopic types of such tumors: (1) cylindri- 
cal-cell carcinoma derived from the epithelium of the 
duct system; (2) a type derived from the paren- 
chyma of the gland; and (3) a type arising from the 
islands of Langerhans. 

Very little is known regarding the cause of pan- 
creatic carcinoma, but chronic pancreatitis, gall 
stones, syphilis, alcohol, trauma, and developmental 
anomalies have been suggested as etiological factors. 

Carcinoma of the pancreas is more frequent in 
men than in women in the ratio of 3:2 or 4:1. It may 
occur at any age, but is most common between the 
fifth and seventh decades of life. 

It develops most often in the head of the pancreas. 
Metastasis first appears in the regional lymph nodes 
and the liver. Of the ninety-nine cases reviewed, 
the liver was involved by metastases in fifty-nine and 
the regional lymph nodes were involved in fifty. The 


more common results from local extension lead to 
obstruction of the duct of Wirsung with the develop- 
ment of chronic interlobular fibrosis of the pancreas, 
obstruction of the common bile duct, jaundice, and 
dilatation of the gall bladder. In some cases partial 
obstruction of the duodenum or pylorus may occur. 
Occasionally, pressure on the portal vein produces 
cedema and ascites. 

The most constant symptoms in the hospital cases 
studied were cachexia, loss of weight, anorexia, and 
weakness. The next most frequent symptom was 
jaundice. In some cases the jaundice was accompa- 
nied by pain. Three types of pain were distin- 
guished: (1) a steady, severe, dull mid-epigastric 
pain radiating to the lower back; (2) a colicky pain 
in the right hypochondrium, radiating to the right 
scapular region, and resembling gall-stone colic, and 
(3) a paroxysmal pain beginning near the umbilicus 
and resembling that of tabetic crises. Nausea and 
vomiting occurred in fifty-six of the hospital cases. 

The most significant findings of physical examina- 
tion were emaciation, jaundice, distention of the gall 
bladder, and enlargement of the liver. The gall blad- 
der was palpable in fourteen of the twenty cases pre- 
senting jaundice. The liver was enlarged in 81 per 
cent of the series. A tumor mass other than the liver 
and gall bladder was found in seven cases. In two- 
thirds of the cases tenderness was noted in the epi- 
gastrium or over the liver or gall bladder. In the 
majority of cases X-ray examination was of little 
diagnostic aid. 

Three types of operations were carried out: (1) 
simple exploration; (2) cholecystectomy and chole- 
cystogastrostomy; and (3) cholecystoduodenostomy. 
The maximum survival after operation occurred in 
cases in which a cholecystenterostomy was per 
formed. In the eight cases in which this operation 
was done the average survival period was fourteen 
and one-half months. Irradiation treatment is of 
doubtful value. Ropert ZOLLINGER, M.D. 








UTERUS 


Rubenfeld, S., and Maggio, R. J.: Benign Uterine 
Hemorrhage Treated with Radiation Therapy, 
with a Review of 147 Cases. Am. J. Obst. & 
Gynec., 1933, XXVi, 237. 


During the period from 1925 to 1932 there were 
referred to the irradiation therapy service of the 
Bellevue Hospital, New York, 147 cases of benign 
uterine bleeding in which a careful pelvic examina- 
tion showed no palpable gross lesion and diagnostic 
curettage eliminated the presence of polyps and 
submucous fibroids. In all of these cases the bleed- 
ing was controlled by irradiation. The authors be- 
lieve that in a number of them, in which the curet- 
tings were histologically normal, the bleeding was 
due to an endocrine disturbance. In some cases the 
treatment was followed by recurrence of menstrua- 
tion, whereas in the cases of other women of the same 
age it resulted in permanent amenorrhcea. In the 
cases of young women a second irradiation treat- 
ment was required more frequently than in those of 
older women. The chances of the resumption of 
menstruation decrease progressively with the pa- 
tient’s age. Epwarp L, Cornett, M.D. 


Beattie, J.: Carcinoma of the Body of the Uterus. 
A Study of Fifty Cases. J. Obst. & Gynec. Brit. 
Emp., 1933, xl, 768. 

Of the fifty women whose cases are reviewed by 
the author, twenty-five were nullipare and sixteen 
had had only one or two pregnancies. In all of the 
cases the chief symptom was irregular bleeding. In 
about half the onset of the bleeding was accompanied 
by pain. The average length of time that elapsed 
after the onset of the symptoms before the patients 
presented themselves for treatment was eleven and 
three-tenths months. 

Fibroids were present in nine cases and pyometra 
was found in five. In one case there was an associ- 
ated ovarian carcinoma, and in another a mastectomy 
had been done for malignancy. 

The pathological classification used was: (1) 
simple glandular adenocarcinoma; (2) compound 
adenocarcinoma, glandular and papillary; (3) solid 
or acinous adenocarcinoma; and (4) aplastic adeno- 
carcinoma. Compound adenocarcinomata were 
found in 69 per cent of the cases. In 48.3 per cent 
they were of the glandular type, and in 20.7 per cent 
of the papillary type. In every case a combination 
of tumor types was discovered. When the diagnosis 
was based entirely on curettings there was no assur- 
ance that the type of carcinoma revealed by the 
curettings corresponded to the type present deeper 
in the musculature as the curette removes only the 
more superficial and usually the earlier growth. 
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The incidence of five-year cure was higher in the 
cases treated by panhysterectomy alone than in 
those treated by any other single method or com- 
bination of methods. However, in the cases treated 
with radium the dosage was insufficient. 

Henry S. ACKEN, Jr., M.D. 


Read, C. D., and Bell, A. C.: Hysterectomy, Sub- 
total and Total. A Review of the Mortality and 
Morbidity of the Subtotal and Total Opera- 
tions on a Series of 2,344 Consecutive Cases at 
the Chelsea Hospital for Women in the Ten- 
Year Period from 1922 to 1931 Inclusive. J. 
Obst. & Gynec. Brit. Emp., 1933, xl, 749. 


The authors compare a series of 1,739 supravagina] 
hysterectomies with a series of 605 total hysterec- 
tomies. In the former the morbidity was 20.6 per 
cent and the mortality 2.1 per cent, whereas in the 
latter the morbidity was 27.1 per cent and the mor- 
tality 3.1 per cent. In a large number of cases the 
hysterectomy was done without removal of the 
adnexa on either side. 

Fibroma was the indication for two-thirds of the 
subtotal hysterectomies, but for only 28.4 per cent 
of the total hysterectomies. In 12 cases in which the 
subtotal operation was performed unsuspected ma- 
lignancy of the uterus was discovered on pathological 
examination. In 9 of these 12 cases the lesion was a 
carcinoma and in 3 a sarcoma. Carcinoma of the 
uterus was the indication for 20.3 per cent of the to- 
tal hysterectomies. 

Convalescence was less smooth and rupture of the 
abdominal wound, wound hematomata, and para- 
metritis occurred more frequently after the total 
operation than after the subtotal operation. How- 
ever, most of the malignancies were treated by the 
more radical operation. In many cases the cause of 
the morbidity was unknown. 

Thirty-five and one-tenth per cent of the mortal- 
ity after the subtotal operation was due to pulmo- 
nary embolus. The majority of the patients had had 
fibromyomata. Their average age was forty-eight 
and four-tenths years. Pulmonary embolus ac- 
counted for only 1o per cent of the mortality after 
the complete operation. Shock, paralytic ileus, and 
peritonitis were more frequent after total hysterec- 
tomy than after the subtotal operation, whereas the 
incidence of intestinal obstruction was about the 
same after both operations. 

Sequele were more frequent and more serious after 
the subtotal hysterectomy than after total hysterec- 
tomy. In 12 cases, carcinoma developed in the 
residual cervix. The authors believe that total 
hysterectomy should be performed when the cervix 
is diseased and when hysterectomy is indicated for 
disease of the adnexa. Henry S. AcKEN, Jr., M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Cornil, Mosinger, and Picaud: A Contribution to 
the Study of the Anatomy and Pathogenesis 
of Ovarian Hemorrhages (Contribution 4 l’étude 
anatomique et pathogénique des hémorragies 
ovariennes). Gynéc. et obst., 1933, XXVii, 491. 


Intraperitoneal hemorrhages of ovarian origin 
constitute one of the most frequent causes of retro- 
uterine heamatocele. They are generally preceded by 
an effusion of blood within the ovary. Before dis- 
cussing their findings in a series of 250 cases, the 
authors briefly review the development of our knowl- 
edge regarding these haemorrhages since they were 
first described by Ruysch in 1737. 

Of the 250 ovaries constituting the basis of the 
authors’ study, haemorrhages were present in 18 per 
cent, and of the 46 haemorrhagic ovaries, inter- 
stitial haemorrhages were present in 18. In 4, the 
hemorrhage was found within the follicles, and in 
17 it occurred within lutein areas. There were 22 
cases of haemorrhage in ovarian cysts. Parietal 
haemorrhages were found in 7 cases, and in 6 were 
associated with multiple haematomata. Of 80 
ovarian tumors included in the study, 25 per cent 
were hemorrhagic. Intraperitoneal hamorrhage 
without clinical symptoms was found in 3 cases. The 
ovaries showed all intermediate stages between 
asymptomatic intraperitoneal hamorrhage and the 
dramatic syndrome of intraperitoneal inundation. 
Local factors which might account for the hemor- 
rhages were frequently lacking. Endometriosis was 
an exceptional cause, and the réle of sclerotic and 
cystic odphoritis in the production of the bleeding 
was obscure. Local vascular reflexes and hormonal 
factors may be causative. Actual vascular rupture 
was rarely observed. Certain findings suggested a 
hemorrhagic diapedesis brought about by hormonal 
or neurovegetative factors. Systematic histological 
examinations of the ovaries in such cases will do 
much to clear up this important problem. 

Harorp C. Mack, M.D. 


Sedlaczek, E.: A Cured Case of Arrhenoblastoma 
with Subsequent Pregnancy, and a Contribu- 
tion to the Theory of Hormonal Active Tumors 
of the Ovaries (Geheiltes Arrhenoblastom mit 
nachfolgender Schwangerschaft; gleichzeitig ein 
Beitrag zur Lehre von den hormonal-aktiven Keim- 
druesengewaechsen). Arch. f. Gynaek., 1933, cliii, 
276. 

It is well known that masculinization of the female 
organism may be produced by new growths of the 
suprarenal gland as well as by tumors of the ovary. 
However, not all growths, but only those with a cer- 
tain structure, have this effect. The disease picture 
produced by the suprarenal tumor is in many re- 
spects very similar to that produced by an arrheno- 
blastoma, but the former frequently occurs in child- 
hood whereas the latter is seen as a rule only after 
the sixteenth year. Common to both are amenor- 
rhoea, a beard growth, a masculine type of body hair, 
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the development of the masculine type of body form, 
hypertrophy of the clitoris, regression of the breasts, 
and the occasional development of acne. The chief 
differences are the rate of progress of the symptoms 
and the grade of malignancy. The tumors of the 
suprarenal gland grow more rapidly and have a 
greater tendency to metastasize than the ovarian 
tumors. In addition, they usually cause a more pro- 
nounced and more extensive hirsutism and are ac- 
companied by polycythemia, pigmentation, and the 
formation of stria. The diagnostician must look for 
a tumor of either the ovary or the suprarenal gland. 
Pluriglandular involvement and the rapid occurrence 
of masculinization suggest disease of the suprarenal 
gland. 

The case reported by the author was that of a girl 
seventeen years of age who gave a history of amenor- 
rhoea for fifteen months. She had a deep voice, a 
beard growth, and hypertrophy of the clitoris. Be- 
fore operation the menses apparently returned spon- 
taneously. Following the removal of an ovarian 
tumor the menses continued and the form of the 
body became more feminine; only the deep voice re- 
mained. Four years later the patient married. 
When she became pregnant she was found to have a 
contracted pelvis and at term she was delivered by 
cesarean section. During this operation a wedge- 
shaped mass was excised from the remaining ovary 
because of the presence of some small cysts. Histo- 
logical examination revealed nothing suspicious 
about these cysts. The child was normal and the 
mother was in perfect health six years after the 
operation. 

On histological study the ovarian tumor was found 
to be mainly a small-celled epithelial growth with 
tubular, strand-like, alveolar, and thyroid-gland- 
like cysts. In places the stroma appeared more 
prominent with dilated lymph spaces. In the re- 
gions with a resemblance to thyroid-gland tissue 
there were large epithelial-lined cavities with a 
serous colloid content. These areas were continuous 
with the rest of the epithelial portions of the tumor. 
In places, the epithelial portions appeared as thick 
cellular masses of considerable extent. While they 
appeared to be sarcomatous, they originated from 
the epithelium. The stroma was hyalin in some 
areas, fibrous in others, and cellular in still others. 
On the whole, recognition of this tumor as a typical 
arrhenoblastoma was very easy although in some 
places it was difficult. To a certain extent the neo- 
plasm resembled lutein-cell growths. 

In twenty of twenty-seven cases which are pre- 
sented in a table the average age was about twenty- 
six years. Four of the seven women not included in 
the average were over forty years, and three were 
under twenty years. In most of the cases only one 
ovary was involved. The effects of the tumor are 
compared with the results of Steinach’s experiments. 
The author states that the masculinizing hormone of 
the tumor encounters the feminizing hormone of the 
normal ovary, gradually overcomes it, and tempo- 
rarily makes it quiescent. The symptoms are fre- 
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quently initiated by amenorrhoea. The regressive 
and progressive processes which occur later are des- 
ignated by the author as the second stage. These 
are followed by the third or postoperative stage. It 
appears that the rest of the pathological phenomena 
are able to develop only when the ovaries have been 
rendered quiescent. These phenomena occur with- 
out a definite sequence. In cases of suprarenal tumor 
puberty is reached early and characterized by het- 
erosexual phenomena. Theoretically it is possible 
that premature puberty is induced also in cases of 
arrhenoblastoma. The re-feminization after opera- 
tion usually appears punctually with re-appearance 
of the menses. In five cases pregnancy occurred sub- 
sequently. The hormonal effects of the tumors 
refute Halban’s theory of secondary sexual mani- 
festations. The condition necessary for the develop- 
ment of an arrhenoblastoma as well as for inter- 
sexualism is a chromosomally engendered deviation 
of the body structure from the norma]. The author 
seeks this deviation, not in the general constitution 
of the patient as is done by Halban, but in the tissue 
anlage in which the tumor develops. 
RoBertT MEYER (G). 


MISCELLANEOUS 


Binet, A.: A Clinical and Semiological Study of 
Gynecological Pain (Etude clinique et semeio- 
logique de la douleur en gynécologie). Rev. frang. de 
gynéc. et d’obst., 1933, Xxviii, 465. 

The author first reviews the general etiology of 
pain and describes the two classical types of pain 
recognized by psychologists: (1) a sensation result- 
ing from a functional or organic lesion, either visceral 
or peripheral, and (2) central or psychic pain. The 
production of the first type requires an excitant, re- 
ceptor organs, conductors, and centers of interpreta- 
tion. Binet discusses each of these components in 
some detail, classifies the excitants, traces the re- 
ceptors and conductors to the centers of interpreta- 
tion, and gives the accepted neurological explanation 
of the latter. The discussion of the central or psychic 
pains involves a consideration of mythomaniacs, 
hypersensitive persons, paranoiacs, and other abnor- 
mal types of individuals. 

The pains associated with gynecological conditions 
are divided into the psychic and the physical. 
Psychic pain is manifested by a paralysis of thought 
and action, and physical pain, by local sensitivity, 
motor reactions such as reflex contractures of de- 
fense and particular attitudes, respiratory changes, 
secretory changes, and sympathetic nervous system 
changes such as those causing dilatation of the 
pupils. 

Gynecological pains are analyzed with regard to 
their intensity, periodicity, provocation, relief, loca- 
tion, and radiation. 

In conclusion the author says that careful consid- 
eration of the manifestations, intensity, and localiza- 
tion of pain is of great aid in the determination of the 
cause. GeorceE C. Frinora, M.D. 


Pierra, L. M.: The Treatment of Pain in Gyne- 
cological Conditions (Therapeutique de la douleur 
en gynecologie). Rev. frang. de gynéc. et d’obst., 1933, 
XXVili, 564. 

In a preliminary discussion of the etiology of pain 
in gynecological conditions the author distinguishes 
two types of pains, the functional and the organic. 
The functional pains are due to a physiological dis- 
turbance in the sex organs and are therefore peri- 
odic. Examples of such pain are dysmenorrhea, 
intermenstrual crises, and dyspareunia. The or- 
ganic pains are due to inflammatory, congestive, or 
neoplastic processes, and may be intermittent or 
persistent. Pierra discusses also localized neuralgias 
such as pruritus vulve, coccydynia, and neuralgia 
of the pudendal nerve. 

Treatment has two objectives: (1) relief of the 
paroxysms, which is easily accomplished by the use 
of sedatives, and (2) the prevention of recurrence. 

Sedatives are divided into the chemical and the 
physical, and the former into those acting on the 
central nervous system and those acting on the 
peripheral nervous system. Sedatives acting on the 
central nervous system are of three types: (1) true 
analgesics, such as morphine, (2) antithermic anal- 
gesics, such as antipyrine; and (3) analgesics with a 
mixed action, such as aconite. Sedatives acting on 
the peripheral nervous system are antispasmodics 
which have a selective action on the uterus. They 
include excitants of the sympathetics, such as adre- 
nalin and ephedrin, and paralyzers of the sympa- 
thetics, such as ergot and yohimbin. 

Physical sedatives include bed rest, topical appli- 
cations and irritants, baths, douches, irrigations, and 
mineral water therapy. 

Several prescriptions based on the usual hypnotics 
and antispasmodics (antipyrin, belladonna, cannabis 
indica) are included in the article. 

In conclusion, the author discusses the injection 
method of treatment with various solutions such as 
Sicard’s solution, salicylic acid, and a solution of 
benzyl benzoate. He states that some gynecologists 
have obtained very satisfactory results from this 
type of therapy. Georce C. Frnora, M.D. 


Cotte, G.: The Surgical Treatment of Pain in 
Gynecology (Traitement chirurgical de la douleur 
en gynécologie). Rev. franc. de gyné¢. et d’obst., 1933, 
XXVili, 640. 

Practically all lesions of the female genital tract 
may be accompanied by pain at some time during 
the course of their evolution. In cases with intrac- 
table neuralgia it often becomes necessary to inter- 
vene upon the responsible nerves. 

The female genitalia are supplied by the following 
three groups of nerves: (1) the pelvic sympathetics 
(superior hypogastric plexus of Hovelacque; presac- 
ral nerve of Latarjet); (2) the utero-ovarian nerves; 
and (3) the internal pudendal nerve. The first two 
groups supply the internal genitalia and vagina, and 
the internal pudendal nerve supplies the external 
genitalia and perineum. 
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The technique of the various operations on these 
nerves and the commonly used surgical approaches 
are described. - 

Periarterial sympathectomy consists in stripping 
the fibers from the common iliac and hypogastric 
arteries. Operation on the presacral nerve consists 
in resecting from 2 to 12 cm. of the nerve. This 
nerve is readily accessible over the promontory of 
the sacrum. The author performs these operations 
under spinal anesthesia. 

In discussing interventions on the utero-ovarian 
plexus (internal spermatic plexus), the author says 
that the fibers of the plexus to the ovary are very 
small and surround the venous plexus so intimately 
that resection is very difficult. Doppler and others 
have therefore substituted the injection of iso- 
phenol solutions for resection. 

Uterine nerves are best approached through the 
broad ligaments, as is done in Germany. 

Nervotomy of the pudendal nerves may be done 
easily under local anesthesia through an approach 
one fingerbreadth from, and parallel with, the 
ischiopubic ramus. 

Chordotomy requires an incision along the third, 
fourth and fifth dorsal vertebra, laminectomy, and 
the triangular resection of a specific portion of the 
cord. 

Pain associated with inoperable carcinoma is 
treated by chordotomy or resection of the presacral 
nerve. Chordotomy, however, often results in only 
incomplete analgesia and is followed by trophic dis- 
turbances and disturbances of the bladder and anal 
sphincters. 

In fifteen cases of inoperable carcinoma with pel- 
vic neuralgia in which Janu resected both the pre- 
sacral nerve and the periarterial hypogastric sym- 
pathetics there were two deaths. Of six cases of 
inoperable carcinoma in which this operation was 
performed by Cotte, gratifying results were obtained 
in five. 

Cotte states that, in principle, interventions on 
the pelvic sympathetics are justified only when the 
pain is due to a primary or secondary hypogastric 
plexitis from invasion of the parametria or neighbor- 
ing cellular tissue by carcinoma. It is obvious that 
if the carcinoma extends posteriorly to involve or 
compress the sacral roots, resection of the presacral 
nerve without periarterial sympathectomy can have 
little effect. In the presence of an obturator or a 
sciatic neuralgia or even of a painful paraplegia the 
intervention should include the rami communicantes 
or the cord. 

Among the conditions in which resection of the 
presacral nerve is of value is the hypogastric plexal- 
gia or hyperexcitability of the hypogastric plexus 
which is often found in so-called essential dysmenor- 
rhoeas. The author states that in ninety-one cases of 
dysmenorrhcea with no demonstrable lesion to ac- 
count for the symptom he performed resection of the 
presacral nerve and ligament fixation of the uterus 
with excellent results. The appendix was removed in 
nearly all of the cases. When a lesion such as a 


fibroid or cyst is present such resection is, of course, 
unnecessary. 
The surgical treatment of utero-ovarian plexalgias 
is much more difficult and unsatisfactory. 
Neuralgias of the internal pudendal nerve asso- 
ciated with vaginismus or kraurosis vulve respond 
well to nerve resection. GrorGeE C. Finota, M.D. 


Politzer, G.: The Continuity of the Germ Plasm in 
Man (Die Keimbahn des Menschen). Ziéschr. f. 
Anat., 1933, C, 331. 


Since Nussbaum claimed that in batrachians and 
teleostians the sex cells develop independently of the 
body cells—a theory upon which Weissmann’s the- 
ory of the continuity of the germ plasm rests—con- 
tradictory views on the independence of the sex 
cells in mammals and especially in man have been 
expressed. Recently, Stieve opposed the theory in 
spite of the confirmatory findings made by Fischel, 
Politzer, and Sternberg on well-fixed and stained 
human embryos. 

Politzer discusses the problem on the basis of 
seventeen human embryos ranging in size from 0.3 to 
8.5 mm. which permitted definite conclusions to be 
drawn regarding the germ plasm. 

The protoblasts or primordial sex cells are globu- 
lar or long ellipsoid and show round nuclei with fre- 
quently a short pointed projection toward the sphere. 
The nuclei have a very fine reticular structure and 
one or two nucleoli. The cells are easily differenti- 
ated from blood cells by light staining with eosin. 
In a spherical structure within the cytoplasm lie 
several small granules, presumably centrioles, which 
stain darkly with hematoxylin. These form a verti- 
cal connecting plane between the middle of the nu- 
cleus and the sphere—the centriolar plate. The 
sphere is always present. In the mitosis of the pri- 
mordial sex cells the prophases are larger than in the 
cells of the epithelium of the bowel and vitelline sac. 
They lie deep in the epithelium and at times show 
definite remains of the sphere. 

Later phases cannot be differentiated from those 
of other cells. In general there are very few mitoses 
in the primordial sex cells and not more than three 
in the embryo, as division takes place rapidly (in 
about forty minutes) and the increase of the pri- 
mordial cells from 40 cells in the 0.6 mm. embryo to 
600 cells in the 4 mm. embryo takes about ten days. 
It is therefore not surprising that no karyokinetic 
figures are seen. 

The migration of the primordial sex cells is proved 
statistically as well as morphologically. In embryos 
of 0.625 and o.8 mm. the primordial sex cells were 
found in the entodermal epithelium of the vitelline sac 
near the diverticulum allanto-entericum. Here they 
lay heaped up, having originated apparently from 1 or 
a few primary cells. In a 0.3-mm. embryo only 1 pri- 
mordial sex cell was found. In embryos of from 0.625 
to 3 mm. all primordial sex cells were in the entoderm. 
In 4.2-mm. embryos most of them were in the bowel 
epithelium and only a few in the adjacent connective 
tissue surrounding the entoderm. In embrvos of 
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from 4 to 4.5 mm., more primordial sex cells were 
found in the mesoderm than in the entoderm, partic- 
ularly in the cranial as compared with the caudal 
region. Gradually the number of primordial sex 
cells in the entoderm decreases with the age of the 
embryo, whereas the number in the root of the mes- 
entery and especially in the median part of the uro- 
genital folds constantly increases. Therefore these 
cells migrate. 

As the caudal portion of the vitelline sac forms the 
rectum and the cloaca, the primordial sex cells come 
from the wall of the vitelline sac into this region when 
the embryo reaches the size of about 4 mm. As the re- 
sult of the progressive division of the cloaca, pri- 
mordial sex cells from its wall reach the caudal ex- 
tremity of the umbilical loop when the embryo 
measures between 6 and 8.5 mm. 

Morphological proof of the migration is found by 
Politzer in the sending out of projections of the pri- 
mordial sex cells in the entoderm into the connective 
tissue combined with ring-like constriction by the 
basal membrane of the epithelium. This occurs 
most frequently at a time when the number of the 
cells makes their migration probable. While the lo- 


cation of the sphere in the primordial cells in the 
entoderm on the one hand and in the gonads on the 
other has apparently not been determined defi- 
nitely, nevertheless in the cells migrating from the 
entoderm to the gonads the sphere is always toward 
the side of the nucleus pointing to the gonads. Dur 
ing the migration the cells do not divide. Mitotic 
division and other activities are not simultaneous 
functions. 

In male and female embryos between 15 and 27 
mm. the primordial sex cells are always present in 
the gonads. In this regard the author rejects the 
findings of Neumann and Stieve, whose material and 
conclusions he regards as faulty, and bases his argu- 
ments chiefly upon the experimental findings of 
Dantschakoff who has definitely proved the con- 
tinuity of germ plasm in birds and has shown that 
no primordial sex cells develop from the colonic 
epithelium. 

In conclusion he states that as the primordial sex 
cells are the primary cells of the spermiogenic ovo- 
genic cells in the human being, the continuity of 
germ plasm in man is also established. 

RoBERT MEYER (G). 
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PREGNANCY AND ITS COMPLICATIONS 


Manger, J.: Investigations on the Problem of Sex 
Diagnosis from the Urine of Pregnant Women 
(Untersuchungen zum Problem der Geschlechts- 
diagnose aus Schwangerenharn). Deutsche med. 
Wehnschr., 1933, i, 885. 


An old Egyptian papyrus at the Berlin Museum 
reports that in order to determine whether a woman 
would bear children the ancient Egyptians placed 
spelt and barley in a container with earth and 
watered it daily with the woman’s urine. If the 
barley grains sprouted, pregnancy was believed to 
exist. It was believed also that the sex of the child 
could be determined in this way. 

The author investigated the effect of the urine of 
pregnant women on the germination of wheat and 
barley grains because during pregnancy the urine 
contains hormones which may have a favorable effect 
upon the growth of grains. He found that more 
rapid growth of the barley as compared with the 
wheat signified a female child, while non-accelerated 
or delayed growth of the barley signified a male child. 
In studies of the urine of 100 pregnant women, 80 
correct diagnoses were made. DericHSWEILER (G). 


Fischl, F.: The Effect of Pregnancy on the Develop- 


ment and Growth of Benign Tumors (Ueber den 
Einfluss der Schwangerschaft auf das Auftreten und 
Wachstum gutartiger Geschwuelste). Wien. med. 
Wehnschr., 1933, i, 045. 

Not infrequently in cases of neurofibromatosis, 
pregnancy causes the first manifestation of latent 
skin symptoms or a considerable enlargement or 
increase in number of already existing tumors and 
pigmentations. Delivery is followed by extensive 
retrogression and occasionally complete disappear- 
ance of the skin symptoms of the disease. 

A case from the Second University Gynecological 
Clinic at Vienna is reported in detail. The patient, a 
primipara twenty years old, showed no pigmented 
spots or tumors previous to her pregnancy. In the 
beginning of the fourth month, small, lobulated 
tumors appeared in the left hypogastric region. 
Later, numerous other tumors developed in the skin 
of the abdomen, the back, and the arms. Simul- 
taneously, numerous pigmented spots developed 
on the chest and back. ‘The swellings in the skin 
appeared clinically to be neurofibromata, and were 
proved to be neurofibromata on histological ex- 
amination. This was therefore a definite case of 
neurofibromatosis (Recklinghausen’s disease). Con- 
trol examinations four weeks and four months after 
delivery showed complete retrogression of the small 
tumors and disappearance of the pigmented spots. 
The large cockscomb tumors in the left hypogastric 


region and on the back had become considerably 
smaller, but were still definitely demonstrable. 

The effect of pregnancy upon neurofibromatosis 
is to be traced to endocrine causes. The term 
‘“‘neurofibromatosis of pregnancy” is preferable to 
the heretofore common term ‘fibroma molluscum of 
pregnancy.” 

Symmetrical lipomatosis may also be activated 
by pregnancy. The author reports a case of his own, 
that of a primipara thirty years of age who had a 
symmetrical lipomatosis on both forearms. Five 
months after delivery the fatty tumors had com- 
pletely disappeared. 

Angiomata and lymphangiomata frequently be- 
come larger during pregnancy and retrogress to their 
former size after delivery. Hans Hetpier (G). 


LABOR AND ITS COMPLICATIONS 


Perl, J.: The Diagnosis of Rupture of the Uterus 
and the Treatment of Cases of This Injury 
(Ueber die Diagnose der Uterusruptur und das 
therapeutische Vorgehen in [aellen dieser Schaedi- 
gung). Ginek. polska, 1933, Xii, 75. 

Lacerations of the uterus are becoming less fre 
quent from year to year because of progress in the 
general medical care of obstetrical patients, the in- 
crease in the number of obstetrical institutions, and 
the improvement in operative technique. ‘The 
clinical symptoms of impending rupture of the uterus 
are well known. Among the causes of uterine rup 
ture are: (1) a flat and narrow pelvis, (2) dispropor 
tion between the fetal head and the maternal pelvis, 
(3) operative scars, (4) intra-uterine manipulations, 
(5) malpositions, (6) multiparity, (7) external force, 
(8) underdevelopment of the genitalia, (9) abnormal 
insertion of the placenta, (10) protracted labor, (11) 
obesity, and (12) irrational administration of hypo 
physeal preparations. 

Uterine rupture is usually recognized. Following 
a sudden, sharp pain, the labor pains cease and 
bleeding occurs from the genitalia. ‘The entrance of 
the body of the child and of blood into the free 
peritoneal cavity causes severe abdominal pain, 
vomiting, cold sweat, and a small, rapid pulse. ‘The 
respiration is accelerated and the heart tones of 
the child cease. According to Hoehne and Zorn, the 
failure of occurrence of labor pains following the 
intravenous injection of from !4 to !'2 c.cm. of 
pituitrin indicates rupture. The signs of shock and 
internal bleeding may be absent. This is often the 
case when the rupture occurs in the upper part of 
the uterus. 

Rupture of the uterus is frequently complicated 
by rupture of the bladder. ‘This complication is 
manifested by bloody urine. The rupture of the 
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uterus may be complete or incomplete. In cases of 
complete rupture, elastic tumors are frequently 
found beside the uterus. These are subperitoneal 
hzmatomata which often cause pain in the lower 
extremities through pressure on the nerve stems 
(Tholer, Graff). Most complete ruptures occur in 
the scar of a cesarean section. Rupture of the cor- 
pus is usually complete and occurs frequently during 
pregnancy. Rupture in the lower segment is usually 
the result of obstetrical procedures. Longitudinal 
lacerations are the most frequent and have the best 
prognosis. Circular ruptures are less common, and 
transverse lacerations least common. 

Following rupture of the uterus the labor should 
be terminated as rapidly as possible. When the 
head is engaged, this is done preferably by perfora- 
tion. The majority of obstetricians favor removal of 
the uterus as they believe that every case of uterine 
rupture is infected. However, in cases of very recent 
lacerations involving less than one-third of the cir- 
cumference of the organ the uterus may be sutured. 
When the rupture is in the upper segment of the 
uterus, an abdominal incision should be made but 
when it is in the lower segment, a suprasymphyseal 
incision is indicated. The vaginal procedure recom- 
mended by Neugebauer is extremely difficult be- 
cause of the profuse bleeding. Conservative treat- 
ment consists in removal of the uterine contents 
followed by tamponade of the uterus and vagina 
and pressure over the abdomen. In cases of com- 
plete laceration, Stoeckel removes the uterine con- 
tents from below and resorts to operation only when 
hamorrhage occurs. The mortality in the different 
clinics varies between 40 and 50 per cent. 

In the author’s material from 1923 to 1932, there 
were twelve ruptures all of which occurred in mul- 
tipara. Seven (58 per cent) of the patients died. 

B. Kowatskt (G). 


MISCELLANEOUS 


Spitzer, W.: The Frequency and Obstetrical Sig- 
nificance of Rupture of Genital Varices (Ueber 
die Haeufigkeit und geburtshilfliche Bedeutung der 
Ruptur der Genitalvaricen). Zentralbl. f. Gynaek., 
1933, P- 401. 


Varices of the female genitalia may be external or 
internal. Internal varices may lead to severe intra- 
abdominal bleeding necessitating immediate laparot- 
omy. External varices are classified by Naujoks 
into a low group, occurring on the vulva, vagina, and 
external part of the portio vaginalis, and a high 
group, occurring in the cervix, the lower segment of 
the uterus, and the uterine wall. 

Among 3,272 births, Spitzer observed 19 cases of 
rupture of external varices. During pregnancy, the 
diagnosis of haemorrhage due to varices may be diffi- 
cult as the bleeding may be confused with that due 
to placenta previa or premature separation of the 
placenta. In all cases in which bleeding from varices 
is suspected a speculum examination is advisable. 
In the differential diagnosis, atonic uterine bleeding 


must be ruled out. Frequently palpation of the 
uterus will be sufficient to rule out bleeding from a 
uterine tear. However, particularly in asthenic in- 
dividuals, both types of bleeding may occur. The 
occurrence of hemorrhage from varices late in the 
puerperium is rare. 

The causes of genital varices include, besides dis- 
turbances of endocrine activity of the hypophysis 
(diminution of the vasotonic action of the hypophy- 
sis), a marked shifting of the blood from the splanch- 
nic vessels to the peripheral vessels, and the as- 
thenic ptosis type of constitution associated with 
mechanical factors. 

In the intravaginal treatment, good exposure of 
the involved area must be obtained for suture- 
ligation in front of, and behind, the rupture. Ham- 
orrhage from the suture points may be controlled by 
gauze packs. Of the external auxiliary procedures, 
manual compression of the genitalia according to 
the Fritsch method is best. SAMUEL (G). 


Schaefer, W.: A Contribution on the Physiology 
and Pathology of the Gall Bladder in Preg- 
nancy, Labor, and the Puerperium, with 
Special Consideration of Stone Formation 
During These Periods (Zur Physiologie und 
Pathologie der Gallenblase in Schwangerschaft, 
Geburt und Wochenbett, untér besonderer Berueck- 
sichtigung der Steinentstehung in dieser Periode). 
Fortschr. Roentgenstr., 1933, xlvii, 42. 

As is well known, women who suffer from gall 
stones frequently refer their first attacks to a preg- 
nancy or a time shortly after a pregnancy. This 
fact is generally explained by the assumption that 
the gall bladder is compressed by the gravid uterus 
so that stagnation occurs within it. However, while 
many surgeons—among them Lichtwitz—believe 
that pregnancy has an influence on the formation of 
gall stones, others—among them Aschofi—reject 
this theory. Schaefer therefore undertook a study of 
the entire problem of stone formation during 
pregnancy. 

In this article he first reviews the nerve supply of 
the gall bladder and extrahepatic biliary passages 
and the physiology of the gall bladder. ' He then dis- 
cusses the function of the gall bladder and the biliary 
passages. He states that even up to a few years ago 
an active function of the gall bladder was considered 
doubtful. The gall bladder was believed to be 
merely a reservoir for the bile produced by the liver 
and evacuated by the movements of respiration and 
intestinal peristalsis. This theory was expressed 
repeatedly by surgeons because contraction of the 
gall bladder had never been observed during the 
course of an operation. 

The most important researches regarding the 
function of the gall bladder were made by Westphal. 
Westphal came to the conclusion that emptying of 
the gall bladder is brought about by gall-bladder 
contractions and widening of the entire sphincter 
area in conjunction with an increase in peristaltic 
function resulting from a mild vagus stimulation. 
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The peptone and fat action seems to be based on a 
similar stimulus occurring either through the blood 
or by way of the nerve pathways. 

The author next discusses the Westphal theories 
concerning the formation of gall stones and describes 
the experiments on which they were based. 

For the roentgen visualization of the gall bladder, 
Schaefer recommends the intravenous administra- 
tion of tetragnost. No injury to the fetus from this 
procedure has been observed. The various findings 
of roentgenological visualization of the gall bladder 
during pregnancy and the puerperium are reviewed. 
A number of observers have noted a distinct delay 
in the emptying time. 

The author next reports researches which he 
carried out on twenty-nine healthy pregnant women. 
The women were carefully prepared for the examina- 
tion as careful preparation is essential for a successful 
study. The roentgenograms were made with the 
Gigantos apparatus with 70 kv., 60 ma., exposure up 
to one second (depending upon the circumference 
of the abdomen), and filtration with 1 mm. of alu- 
minum. The emptying of the gall bladder was 
tested with the Dotter meal recommended by 
Bronner. With this procedure all except one of the 
gall bladders showed a delay in emptying during 
pregnancy. Whereas normal emptying is completed 
after one and one-half hours, a quite large shadow 
could often be seen after six hours. To determine 


whether the delay in emptying was due to a change in 
the nervous system or to a mechanical factor, 
Schaefer administered from 0.5 to 0.75 mgm. of 
atropin subcutaneously to counteract the increased 
vagal stimulation which was assumed by Westphal 
to occur during pregnancy. When the Dotter meal 
was given half an hour after the administration of 
atropin, the gall bladder became empty within two 
hours, even in the ninth and tenth months. How- 
ever, in most cases a very small residuum, the so- 
called residual bile which, according to Westphal, 
is of great importance in the formation of stones, still 
remained. 

During and shortly after labor a delay in the 
emptying time of the gall bladder could no longer be 
demonstrated. Serial roentgenograms were made of 
the gall bladder during its period of activity with the 
aid of the apparatus used for serial roentgenograms 
of the duodenum. In a fluoroscopic study of the 
excursions of the diaphragm, which are supposed to 
be partly responsible for the formation of gall stones, 
it was found that even in the tenth month there was 
no important limitation of diaphragmatic movement. 

From a chemical study of the formation of cho- 
lesterol stones the author came to the conclusion 
that the described functional changes in the gall 
bladder together with the changes occurring in the 
concentration of the bile during pregnancy may 
favor the formation of such stones. ScHarrer (G). 
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ADRENAL, KIDNEY, AND URETER 


Rose, D. K., Hamm, W. F., Moore, S., and Wilson, 
H. M.: The Kidney Pelves; Normal Variations 
in Their Shape and Flow with Possible Patho- 
logical Significance. Surg., Gynec. & Obst., 1933, 
Ivii, 1. 

A “dysuric”’ kidney pelvis is defined as one which 
is generally regarded as normal yet may permit sta- 
sis of urine and thus predispose to pathological 
changes in the organ in which stasis is a recognized 


etiological factor. A “‘non-dysuric”’ kidney pelvis is © 


one which permits the free flow of urine through all 
of its parts. The dysuric kidney pelvis may be either 
actively or potentially dysuric; that is, the flow may 
be imperfect in the absence of a secondary factor, or 
the interference with the flow may be secondary to 
external interference with the drainage system caus- 
ing dysfunction. 

No special type of kidney pelvis can be termed 
dysuric arbitrarily from its gross appearance. Be- 
fore a kidney can be called dysuric or non-dysuric its 
drainage system must be analyzed according to pel- 
vic and calycine capacity, contour, and the angles of 
junction of one part with another. 

The findings of a study of the histories and pyelo- 
grams in 385 cases are summarized as follows: 

1. Of 79 cases of normal kidneys in which a pye- 
lographic study was made to rule out renal or lower 
urinary tract disease, only 17 showed a dysuric type 
of kidney pelvis and in these the abnormality was 
very slight. 

2. Of 41 cases of renal calculus, the pelvis was of 
the dysuric type in 33, of a non-dysuric type in 4, 
and of an undetermined type in 4. In 14 of the 
dysuric and 1 of the non-dysuric pelves there was an 
associated pelvic infection. 

3. Of 33 nephralgic kidneys without other demon- 
strable cause for pain, only 2 were non-dysuric and 
31 were dysuric. 

4. Of 43 cases of nephroptosis with resulting 
symptoms, the renal pelvis was of the dysuric type 
in 29. 

5. Of the 11 cases of renal tuberculosis, the pelvis 
was of the dysuric type in 9 and of a non-dysuric 
type in 1. In 1 its classification was impossible be- 
cause of the great amount of destruction of kidney 
tissue. 

6. Of 10 cases of idiopathic hematuria, the pelvis 
was of the dysuric type in 7. 

7. Astudy of 135 cases of pyelonephritis indicated 
that, under similar conditions, non-dysuric pelves 
will be cleared of infection more rapidly and in a 
larger number of instances than dysuric pelves. 

8. The dysuric kidney pelvis should be added to 
the etiological factors of the pyelonephritis of preg- 


nancy. The prognosis of the latter condition is 
affected by the degree of dysuria present. 

The final importance of dysuric pelves lies in the 
facts that they permit urinary stasis in all or a 
part of the pelvis, and that this stasis is of impor- 
tance in the formation of calculi, the occurrence 
and continuation of infection (simple or tubercu- 
lous), and the causation of idiopathic hematuria 
and nephralgia. Wittram G. Hamm, M.D. 


Burghele, T.: A Contribution to the Study of Reno- 
Ureteral Anomalies (Contribution a ]’étude des 
anomalies réno-urétérales). Lyon chir., 1933, XXX, 
385. 

As the result of the improvement which has been 
made in the technique of intravenous pyelography 
and in cystoscopy, a diagnosis may be made of 
anomalies which otherwise could be found only by 
operation or autopsy. About 5 per cent of persons 
have some anomaly of the urinary system. This is 
explained, no doubt, by the fact that the develop- 
ment of the kidney passes through three stages, the 
pronephros, the mesonephros, and the metanephros. 

The anomalies may be classified into the following 
five groups: (1) anomalies of the histological struc- 
ture of the kidneys (leading to such conditions as 
polycystic degeneration); (2) anomalies of form 
(such as horseshoe kidney and persistence of fetal 
lobulation) ; (3) anomalies.of position; (4) anomalies 
of number (supernumerary kidney); and (5) anom- 
alies of the kidney pelvis and ureters. Detailed 
figures are given for the incidence of the types of 
anomalies mentioned. Some types of anomalies are 
more common in one sex than in the other. Mal- 
formations of other organs, particularly the genital 
organs, are frequently associated, and as a rule are 
found on the same side of the body. 

The relation of congenital anomalies to blood typ- 
ing is discussed, but the author’s data are insufficient 
to warrant definite conclusions. 

Burghele reports in detail twenty-five cases illus- 
trative of the various anomalies. 

Marsu W. Poote, M.D. 


Verriére, P.: A Contribution to the Study of Intra- 
renal Absorption (Contribution a l’étude de l’ab 
sorption intrarénale). J. d’urol. méd. et chir., 1933, 
XXXVi, 27. 

In a study of intrarenal absorption which the 
author made on animals, a suspension of India ink 
was placed in the lower part of the ureter under a 
pressure barely sufficient to introduce it. The ureter 
was then tied and at varying times thereafter the 
animals were sacrificed and the kidneys were studied. 

Inspection of the gross specimens and of stained 
and clear slides showed that considerable absorption 
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had occurred. This was demonstrated in the cells of 
the pelvic mucosa, the collecting tubules, the con- 
voluted tubules in the subcapsular tissue, the peri- 
renal tissue, the lumbar wall, and the venules and 
lymphatics. The absorption began within one hour, 
reached its maximum in from sixteen to eighteen 
hours, and then decreased. 

The extensive absorption of such a substance 
proves again the enormous absorptive power of the 
kidney and pelvis, and shows the danger of intro- 
ducing foreign materials into the kidney pelvis and 
the possibility of toxic absorption in obstructive 
lesions. Joun W. Epton, M.D. 


Cifuentes, P.: Localization of Renal Tuberculosis 
by Intravenous Pyelography in Cases in Which 
Cystoscopy Is Impossible (Localizacién de la 
tuberculosis renal por la pielografia intravenosa en 
los casos de cistoscopia imposible). Actas Soc. de 
cirug. de Madrid, 1933, ii, 83. 

Although descending pyelography with uroselec- 
tan or abrodil does not yield as clear pictures as 
ascending pyelography or direct injection into the 
renal pelvis or show the presence of small lesions, it 
gives an approximate idea of the form and functional 
condition of the kidney in cases in which ureteral 
catheterization is impossible. The outline of the 


pelvis and calyces is of greater importance than 
rapidity of elimination. The indications for opera- 
tion depend upon whether, with normal total renal 
function, the pyelograms show marked differences 
on the two sides. 

If, when the tests of total function are satisfac- 
tory, the shadow appears early and is of normal 


contour on one side, but appears late and is de- 
formed on the other side, the latter is probably the 
side involved and nephrectomy is permissible. 
When, with the same picture, the total renal func- 
tion is deficient, operation is usually inadvisable. 
Even if, with satisfactory total function, there is 
doubt as to the complete integrity of the more nor- 
mal kidney, removal of the diseased kidney is not 
contra-indicated as this kidney is not excreting and 
may constitute a dangerous focus of infection. 

When the differences between the two sides are 
slight in both the first and second plates, operation 
is generally contra-indicated in cases of abnormal 
and retarded shadows on both sides as well as in 
those with apparently normal shadows. However, 
if elimination is good, the Rowsing-Kuster explora- 
tory operation may be done. In these exceptional 
cases the differences between the two sides can be 
appreciated only de visu. However, if the phenol- 
sulphonphthalein test and the blood urea are un- 
satisfactory, operation is inadvisable because, al- 
though one kidney appears normal or almost normal, 
it always contains some abnormality which cannot 
be evaluated. The tests for elimination indicate that 
there is insufficient normal parenchyma to avert 
postoperative uramia. 

In summarizing, the author says that intravenous 
pyelography is of aid in cases which show a great 
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difference in the lesions and function on the two 
sides, but is not a guide to intervention when there 
is no marked difference. 

A number of illustrative cases are reported with 
roentgenograms. In some of them, later ureteral 
catheterization demonstrated the agreement of re 
sults by the two methods and the correctness of the 
decision with regard to operability. 

M. FE. Morse, M.D. 


Lieberthal, F., and Hath, T.: Tuberculous Nephri- 
tis and Tuberculous Bacilluria. Pathology and 
Bacteriology. J. Urol., 1933, xxx, 153. 


The authors present the results of a study of 1,000 
cases of renal tuberculosis, report eight illustrative 
cases, and cite evidence in support of their theory 
that tuberculous nephritis is an incipient surgical 
tuberculosis. They believe that inflammatory foci 
which have been described by others as tuberculous 
nephritis are secondary non-tuberculous inflamma- 
tory changes. They attribute the bacilluria in these 
cases to minute, undiscovered ulcerative tuberculous 
lesions of the kidney. They state that nephrosis may 
develop as the result of pulmonary tuberculosis, but 
glomerulonephritis is due to secondary infection. 
Such incipient ulcerative tuberculous lesions may be 
present in the absence of pus cells in the urine and of 
evidence of lowered kidney function and with normal 
bladder findings on cystoscopic examination. Oc- 
casionally they may heal, but in the authors’ opinion 
they are responsible for transitory tuberculous 
bacillurias. Donatp K. Hrsss, M.D. 


Cirillo, N.: Considerations on Some Cases of Bi- 
lateral Reno-Ureteral Lithiasis and of Lithiasis 
in a Solitary Kidney (Considerazioni sopra alcuni 
casi di calcolasi reno-ureterale bilaterale e di cal- 
colasi in rene unico). Clin. chir., 1933, ix, 572. 

Following a report of three cases of bilateral reno- 
ureteral calculi and two of calculi in a solitary kid- 
ney, Cirillo reviews the symptoms, prognosis, and 
treatment of these conditions. The surgical treat- 
ment, indications for operation, and operative 
technique are discussed in detail. 

Cirillo believes that in cases of bilateral renal 
lithiasis the more diseased side as determined by 
roentgenological and functional tests should be op- 
erated on first, for if nephrectomy should become 
necessary later, on account of the severity of the 
renal lesion or secondary hemorrhage, or if the func- 
tion of the kidney operated upon should be tempo- 
rarily impaired after the operation, it is better to 
rely on the better functioning kidney than on the 
more diseased kidney. However, he presents also 
the views of surgeons who operate first on the kidney 
with better function. 

Following the removal of calculi from a solitary 
kidney, particularly in cases in which the stones are 
found in the calyces, Cirillo performs a permanent 
nephrostomy to favor drainage and thereby possibly 
prevent the formation of new calculi. 

Peter A. Rost, M.D. 
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Wu, P. P. T.: The Relative Activity of Various 
Portions of the Excised Ureter of the Dog 
J. Urol., 1933, XXX, 307. 

Twenty-four excised ureters of dogs were studied 
immediately after their removal from the body and 
after being kept in Ringer-Locke solution in the re- 
frigerator for from two to ninety-six hours. The de- 
grees of activity of the pelvic, middle, and vesical 
thirds when placed in oxygenated Ringer-Locke 
solution at a temperature ranging from 37.5 to 38.5 
degrees C. were compared. 

The wall of the ureter contains all the factors 
necessary for independent activity. The excised 
segments contracted spontaneously. 

Of fourteen ureters in which there was apparently 
no extraneous factor to be considered the greatest 
degree of activity was shown by the pelvic third in 
six and by the middle third in six. The vesical third 
was least active in ten and most active in none. 

A perfect gradient in the rate of rhythmic contrac- 
tion with the greatest rate in the pelvic end was 
found in seven ureters, 46.5 per cent of the more 
satisfactory experiments. A perfect gradient in the 
reverse direction was found in two ureters, but in 
both of these the blood supply to the upper portion 
was disturbed prior to excision. 

It was sometimes possible to reverse the gradient 
in the ureter. 


Barbera, G.: A Contribution on the Surgical 
Treatment of the Painful Syndromes Due to 
Malformations and Dyskinesia of the Pyelo- 
Ureteral Apparatus Associated With Malforma- 
tions of the Lumbosacral Spine (Contributo alla 
cura chirurgica delle sindromi dolorose dovute a 
malformazioni e discinesie dell’apparato pielo- 
ureterico concomitanti con malformazioni della 
colonna lombo-sacrale). Arch. ital. di urol., 1933, x, 
405. 

Recently attention has been called to the fre- 
quency of pain syndromes of the urinary tract in 
cases of malformation of the lumbosacral spine. The 
pain occurs in or about the lumbar region, often 
radiates to the scrotum, vulva, or thigh, and at 
times simulates renal colic. Not infrequently there 
is hematuria, but examination of the urinary tract 
shows no evidence of stone or inflammation and kid- 
ney function is normal. The author studied thirty 
cases with a pain syndrome and three with hema- 
turia and no pain. 

The relationship between the vertebral malforma- 
tions and the painful pyelo-ureteral syndrome is not 
clear. However, the frequent association of spina 
bifida and anomalies of the genital and urinary tracts 
is well known. In reviewing the embryology the 
author states that while there is no direct relation- 
ship in the development of the spine and urinary 
tract there is an intimate relationship between the 
development of the spine and the spinal and sympa- 
thetic nerves. He attributes the pain syndrome to 
some unknown type of irritation of the sympathetic 
plexus innervating the kidney pelvis and ureter, and 
believes that it may be a true neuritis. If this 


assumption is correct, the treatment of the condi- 
tion should be a surgical procedure carried out with 
care not to disturb the normal physiology of the 
pyelo-ureteral tract. 

On the basis of this theory, Barbera made a careful 
study of the innervation of the kidney pelvis and 
the ureter. He states that the kidney pelvis and 
the upper part of the ureter are supplied by nerves 
from the renal plexus, whereas the lower part of the 
ureter is supplied from the hypogastric plexus. He 
describes the complicated structure and component 
parts of both of these plexuses in detail. 

The sensibility and the motility of the pyelo- 
ureteral tract are discussed on the basis of abnormal 
innervation. It appears that the treatment of the 
condition under consideration should be directed at 
some interference with the nerve supply. Various 
methods have been suggested. Anesthetic block 
of the splanchnics has been done. Section of the 
peduncle of the renal plexus may be performed. 
Subdiaphragmatic splanchnicotomy has been rec- 
ommended. Pieri has suggested section of the rami 
communicantes of the twelfth dorsal, first lumbar, 
and possibly the second lumbar spinal nerves. Bar- 
bera believes that the attack should be made at the 
nerve endings, i.e., in the adventitia of the kidney 
pelvis and ureter. He suggests liberating the pelvis 
and ureter from the adventitia by blunt dissection 
with care to avoid injury of the blood vessels. 
Larger nerve strands encountered in the dissection 
may be severed. This treatment will not disturb the 
function of the tract. 

Barbera reports three cases, all those of young 
females, in which he performed this operation suc- 
cessfully for relief of the painful pyelo-ureteral syn- 
drome. Within a few days after the operation the 
function of the entire urinary tract was normal 
according to all tests now known. 

A. Louts Rost, M.D. 


Samaan, K.: The Pharmacological Basis of Drug 
Treatment of Spasm of the Ureter or Bladder 
and of Ureteral Stone. Brit. J. Urol., 1933, v, 213. 


The author made comparative studies of the effect 
of papaverin, atropin, and visammin on the intestine 
and virgin uterus of the rabbit, the ureter of the bull, 
the human ureter, and the bladder of the dog. As 
visammin was found superior to papaverin and 
atropin in relaxing the human ureter, it was tried in 
the treatment of clinical cases of ureteral stone. 
Samaan reports a case in which its use was followed 
by the passage of two impacted stones. The findings 
of his experiments and his conclusions are sum 
marized as follows: 

1. Atropin relaxes the intestine and the virgin 
uterus of the rabbit, the ureter of the bull, the human 
ureter, and the bladder of the dog when these tissues 
are rendered spasmodic by parasympathetic stimula 
tion, but fails to relax them when the cause of the 
spasm is directly muscular. 

2. In the bladder and the uterus, visammin and 
papaverin are of practically equal value in causing 





GENITO-URINARY SURGERY 57 


relaxation. Relaxation results if the spasm is medi- 
ated through the nerve or the muscle or both. 

3. Both papaverin and visammin relax plain 
muscle tissue by direct action. In the same concen- 
trations, papaverin is more effective than visammin 
on the intestine, but less effective than visammin on 
the human ureter and the ureter of the bull. Visam- 
min is therefore superior to papaverin for the treat- 
ment of spasm of the ureter or ureteral stone. Relax- 
ation of the ureter results if the spasm is mediated 
through the nerve or muscle or both. 

CLaubE D. Hormes, M.D. 


Rolando, S.: Observations on Ureteral Lithiasis 
(Observations sur la lithiase urétérale). J. d’urol. 
méd. el chir., 1933, XXXVi, 145. 


Rolando reports seven cases of ureteral stone to 
show the possibilities of endoscopic and operative 
treatment. 

In the first case the stone had probably been 
lodged in the ureter for eight months. By repeated 
ureteral catheterizations and injections of glycerin 
the stone was made to descend from the level of the 
fourth lumbar vertebra. Appearing in the ureteral 
orifice after four months, it was released by ureterot- 
omy performed by electrocoagulation. In the second 
case the stone was eliminated after one month of 
treatment. These cases demonstrate that with suf- 
ficient persistence on the part of both the surgeon 
and the patient, operation can be avoided if the 
diameter of the stone does not exceed 2 cm. and 
there are no serious complications. 

In the five other cases, operation was necessary 
because of large size of the stone or complications. 

Stones often remain lodged in the ureter for weeks 
or even years without causing great inconvenience to 
the patient or appreciable damage to the kidney. In 
some cases they may be entirely latent and discov- 
ered only in the course of an X-ray examination for 
some disorder other than lithiasis. Latency is usually 
explained by a special configuration of the stone 
which allows the urine to pass. 

Dilatation above the obstruction may or may not 
be present. When the obstruction is acute the secre- 
tion of urine is often inhibited. By this mechanism 
the grave lesions incident to hydronephrosis are 
prevented. The inhibition may last for months and 
may be followed by re-establishment of the urinary 
function. 

The author has found the operative treatment of 
ureteral calculi extremely satisfactory. In the ab- 
sence of serious urinary infection operative complica- 
tions are rare. Certain pre-operative measures are 
essential. The location of the calculus should always 
be verified immediately before the intervention, with 
the patient in the Trendelenburg position. 

A calculus which occupies the transverse portion 
of the ureter appears in the roentgenogram about 
2cm. lateral to the border of the last sacral vertebra, 
on a line joining the upper borders of the acetabula. 
When the intramural and vesicular portion has been 
reached the stone lies at the lateral border of the 


sacrococcygeal articulation 2 cm. below the inter- 
acetabular line. When the stone has penetrated the 
bladder it is in front of the articulation and slightly 
to one side of the median line. 

When the stone is in the lower portion of the ure 
ter, i.e., at or below the interacetabular line, it should 
be displaced upward with the finger in the vagina or 
rectum as in this way it may be rendered more ac- 
cessible at operation. 

The author performs ureterotomy by the standard 
extraperitoneal technique. Removal of low-lying 
stones is facilitated by having an assistant steady the 
stone with a finger placed in the rectum or vagina. 
When the point of impaction is surrounded by in- 
flammatory tissue it is preferable to incise the ureter 
at a higher level than to attempt to isolate it in the 
midst of the sclerotic mass. The stone can then be 
extracted with a forceps. 

In the cases reviewed, the author employed in- 
travenous urography. Atpert F. De Groat, M.D. 


Hazanoff, I. O., and Tzhwetadzé, J. J.: Implanta- 
tion of the Ureters in the Skin in Total Extirpa- 
tion of the Urinary Bladder (Sur l’implantation 
des uretéres 4 la peau dans l’ablation totale de la 
vessie). J. d’urol. méd. et chir., 1933, XXXV, 473. 

The chief problem in extirpation of the urinary 
bladder is the disposal of the ureters. A choice must 
be made between implantation into the intestine and 
implantation into the skin. Implantation of the 
ureters into the intestine is frequently followed by 
poor immediate or late results. According to statis 
tics collected by Smitten, the hospital mortality in 
316 cases in which such implantations were done 
was 36.8 per cent, and in cases in which the operation 
was performed on account of a malignant tumor it 
was 63.8 per cent. Pyelonephritis is an inevitably 
fatal complication. The effects produced on the in 
testine are not negligible, colitis, even ulcerative co 
litis, has resulted. In addition, there may be general 
symptoms due to continued re-absorption of urine 
and fluid faces, changes in the bacterial flora of the 
colon, and lesions of the intestinal wall. 

Implantation of the ureters into the skin was first 
proposed by Gigon in 1856 and was performed for 
the first time by Le Dentu soon thereafter. Subse 
quently this operation was abandoned until quite 
recently. 

Implantation into the skin is relatively simple, 
and as it is an extraperitoneal operation, is associated 
with relatively little immediate risk. Pyelitis occurs 
frequently, but its treatment by lavage is facilitated 
by the accessibility of the ureters. In fact, the pos 
sibility of active treatment of renal infections greatly 
extends the limits of operability. The authors pre- 
fer inguinal ureterostomy to the lumbar ureteros- 
tomy because it is associated with less danger of 
kinking of the ureter. Moreover, the patient can 
apply the apparatus without aid. Among the com- 
plications are sloughing of the end of the ureter and 
stricture. Neither of these is frequent or greatly 
jeopardizes the success of the operation. 
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Extirpation of the bladder is a relatively benign 
operation. Fedoroff reports 17 cases in which it was 
done with no mortality. 

The authors report 5 cases in which the ureteros- 
tomy functioned satisfactorily. One of the patients 
died of metastasis and another of coronary embo- 
lism, but the 3 others were permanently cured. All 
were operated upon for bladder tumors. 

ALBERT F. De Groat, M.D. 


BLADDER, URETHRA, AND PENIS 


Fagerstrom, D. P.: Perforation of the Urinary 
Bladder by a Pelvic Abscess. J. Urol., 1933, xxx, 
207. 

The author reports a case of chronic parametrial 
abscess at the base of the right broad ligament which 
communicated with the bladder by a circuitous 
route. Closure of the opening into the bladder and 
drainage of the abscess resulted in complete recovery. 

Also reported is the case of a male who sought 
treatment for recurrent attacks of pyuria with 
severe pain and frequency. Cystoscopic examina- 
tion revealed a small opening covered by a polyp 
and communicating with an abscess cavity in the 
perivesical tissues. The fistulous opening closed 
spontaneously. THEOPHIL P. GrAvER, M.D. 


Prakken, J. R.: Raphial Cysts of the Penis (Rhaphe- 
cysten des Penis). Nederl. Tijdschr. Geneesk., 1933, 
p. 1784. 

The author reports two unusual raphial cysts of 
the penis: one a mucous cyst in the region of the 
urethral orifice which could not be examined, and the 
other a cyst between the folds of the prepuce which 
was filled with sebaceous material. The wall of the 
latter consisted of transitional epithelium in the 
outer part and of layered pavement epithelium 
(metaplasia?) in the deeper part. 

According to Marchadier, such cysts are due to 
persistence of the double epithelial margin closing 
the urethra during embryological development. 

C. E. JANCKE (Z). 


GENITAL ORGANS 
Papin, E.: Endoscopic Operations in Hypertrophy 
of the Prostate and Scleroses of the Neck of the 
Bladder (Sur les opérations endoscopiques dans 
V’hypertrophie de la prostate et les scléroses du col). 
Arch. d. mal. d. reins et d. organes genito-urinaires, 
1933, VU, 470. 

The author gives abstracts of articles published in 
a number of American journals, all of which are very 
enthus'astic regarding endoscopic operations on the 
prostate and neck of the bladder. 

They say that it is not necessary to remove any 
great amount of prostatic tissue; only the part which 
obstructs the flow of urine need be removed, general- 
ly the median lobe or the posterior commissure. The 
technique with the new instruments now available 
is simple for the urologist who is well trained in en- 
doscopy. The treatment can generally be carried 


out in one or two sittings. It is very different from 
the old treatment with the galvanocautery or elec- 
trocautery, which required many treatments and 
produced foci which readily became infected. 

The current used is a high-frequency current, 
either a cutting current or a coagulating current. 
However, the cutting currents coagulate to a certain 
extent and the coagulating currents cut to a certain 
extent. Different forms of apparatus are discussed. 
Some surgeons use the two forms of current succes- 
sively, having two sources of current and a foot 
commutator. This method, which is only an applica- 
tion of the radiobistoury, seems to be the most prac- 
tical and the safest. The electrodes vary in shape; 
sometimes they are a mere point and sometimes a 
loop or a knife. Most of the results reported are 
favorable, and the operation is represented as a 
minor surgical procedure which keeps the patient in 
bed for only a short time. 

The author believes that the enthusiasm expressed 
is premature. His experience has not shown it to be 
justified. For many reasons, not the least of which 
is the possibility of later malignant degeneration, 
prostatectomy is still the treatment of choice in the 
cases of patients who are in good condition. The 
endoscopic operation may be indicated when the 
patient is in very poor condition and radical opera- 
tion is absolutely contra-indicated; when he is in 
mediocre condition and radical operation involves 
considerable risk; when examination reveals only 
slight lesions in the middle lobe or only a sclerosis of 
the neck; and when the patient refuses radical opera- 
tion. AupreEy Goss Morcan, M.D. 


MISCELLANEOUS 


Ambard, L., Stahl, J., and Kuhlmann, D.: Azo- 
temia and Chloropznia (Azotémie et chloro- 
pénie). Arch. d. mal. d. reins et d. organes genito 
urinaires, 1933, Vii, 465. 

Azotemia has frequently been noted in chloro- 
penia, but there are also cases of chloropenia in 
which it does not occur. In an experiment carried 
out by the authors to determine the relationship be- 
tween the two conditions, a dog was dechlorinated 
by means of a diet poor in salt and by the induction 
of vomiting. During the first part of the experiment 
he was given a soup made of 200 gm. of lean meat, 
potatoes, bread without salt, and about 1 liter of 
water. In the second part he was given 500 gm. of 
meat rich in fat and bone and as much water as he 
wanted. To remove the salt from the body—which a 
salt-poor diet will not do—he was given an injection 
of 4 or 5 mgm. of histamin, which causes a salty 
secretion in the stomach, and twenty minutes later 
was given apomorphine to make him vomit. This 
was repeated two or three times a day, and he was 
fed in the evening. 

The amount of chlorine in the body was deter- 
mined from the chlorine content of the blood plasma. 
The chloropenia or decrease in the amount of chlo 
rine in the body did not affect the animal’s weight, as 
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this remained about the same throughout the experi- 
ment. Neither did it affect his appetite. These facts 
disproved the assertion often made that a deficit of 
salt in the organism is a cause of anorexia and dis- 
turbances of nutrition. 

The refractometric index varied little during the 
soup diet, but rose distinctly when the meat diet was 
given. It did not seem to be affected by the chloro- 
penia, but was apparently influenced by the amount 
of water in the diet. The alkali reserve rose as the 
amount of chlorine fell. The amount of urine was 
large on the soup diet and small on the meat diet, 
showing that it was affected by the amount of water 
in the diet and not by the low amount of chlorine. A 
number of clinicians have reported that chloropenia 
causes oliguria, and a number have reported intense 
albuminuria in azotemia with chloropenia. The 
authors’ dog did not have albuminuria. 


When the dog was on the soup diet, azotamia was 
not increased in spite of the marked and prolonged 
chloropenia. When he was on the meat diet, more 
nitrogen was ingested and there was an initial azo- 
temia, but after a few days of hypochloremia a sort 
of re-adaptation of the kidney seemed to take place, 
at least for chloremia not lower than 2.50 gm. This 
brings up the question whether the transitory azo 
temia was caused by the hypochloremia or by the 
accompanying dehydration. 

The only definite conclusion the authors are able 
to draw is that under the conditions of their experi- 
ment, in which there was marked hypochloremia, 
they did not note the great increase in the blood urea 
which has been reported by others. Accordingly 
they believe that there are factors in the problem 
which are still unknown. 

AupDREY Goss Morcan, M.D. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dyke, S. C., Walker, R. M., and Freeman, E.: Ad- 
enoma of the Parathyroid Associated with 
Generalized Osteitis Fibrosa. Lancet, 1933, ccxxv, 
530. 


The authors present a brief discussion of osteitis 
fibrosa and report two cases in which parathyroid 
tumors were found and definite improvement in the 
condition followed removal of the tumors. 

CHESTER C. Guy, M.D. 


Kuhns, J. G.: Lymphatic Drainage of Joints. Arch. 
Surg., 1933, XXvii, 345. 

The lymphatic drainage of joints occurs by two 
channels, a deep and a superficial trunk. In the 
lower extremity the deep trunk follows the femoral 
veini and drains the tissues beneath the superficial 
fascia into the popliteal, deep femoral, and iliac 
nodes, whereas the superficial trunk accompanies 
the great saphenous vein, draining into the popliteal 
and inguinal lymphatic nodes. In general, these 
two main systems function normally as separate 
entities, but there is evidence that intercommunica- 
tion may occur. 

The author reports experiments on rabbits in 
which India ink was injected into the joints. The 
lymphatic absorption from the hip joint occurred 
through the deep system to the iliac lymph nodes. 
In no case was there any absorption into the inguinal 
lymph nodes. The lymphatic drainage of the joints 
was proved to occur by way of the so-called deep 
system to the lymph nodes draining the deep system. 

In an attempt to produce a mild arthritis in the 
joint, solutions of potassium iodide were injected. 
Arthritis developed gradually, but subsided in 
about two months. There was never any pannus 
formation, and the erosion of cartilage and destruc- 
tion of cartilage cells were slight and superficial. 
In another series of experiments, in which tubercle 
bacilli were injected into the knee joint for several 
weeks at weekly intervals, examination showed no 
joint infections and cultures from the joints made 
at necropsy were negative. 

The author’s findings with regard to the lym- 
phatics of the joints of rabbits were confirmed by 
synovial tissue obtained from human joints. When 
no disease of the joints was noted on clinical or 
microscopic examination, the lymphatics were 
readily demonstrated by the use of hydrogen 
peroxide, whereas in the presence of arthritis or 
chronic bursitis no lymphatic vessels could be found 
in most cases. Kuhns believes that under the latter 
circumstances no normally functioning lymphatics 
were present. 


In conclusion he says that while we do not ex 
actly know what réle this functional disturbance of 
the lymphatic vessels plays in arthritis, there is 
evidence that it is an important factor decreasing 
absorption and preventing the abatement of swell 
ing in the synovial membrane. 

Paut C. Cotonna, M.D. 


Wassiljeff, A.: The Influence of the Nervous System 
on the Healing of Wounds of the Striated 
Musculature (Ueber den Einfluss des Nerven 
systems auf die Heilung der Wunden der querges 
treiften Muskulatur). Arch. f. klin. Chir., 1933, 
clxxiv, 760. 

The author states that nothing definite is known 
as to which parts of the nervous system influencc 
regeneration of the striated musculature. The in 
jury to the muscles may consist of some form o/ 
trauma or of toxic degeneration or necrosis. Unde: 
the latter circumstances regeneration takes plac: 
at the expense of cells of an embryonic nature (sarco 
blasts), whereas under the former circumstances it 
takes place by continuity through the development 
of terminal buds from the old muscle fibers, whereby 
the connective tissue replacing the defect becomes 
penetrated and restored. The development oi 
terminal buds was observed by Volkmann as early 
as six months after operation. 

In one of two series of experiments reported the 
entire lumbosacral trunk of one side, and in the 
other, the sciatic, femoral, and obturator nerves 
were cut successively in a series of operations. In 
addition, a piece of muscle measuring 1 by 0.25 cm. 
was cut out from the quadriceps muscle on both 
sides. The subsequent examinations were made 
from five to twenty days and one, two, three, and 
six months after the operation. 

It was found that a decidedly quicker maturation 
of the granulation tissue with definite collaginous 
fibers took place on the sympathectomized side 
On the side not operated upon, polymorphonuclear 
leucocytes predominated whereas the fibroblasts 
were less numerous. In the later stages the sympa 
thectomized side showed, in addition to the globular 
thickenings, corkscrew-like and awl-shaped proto- 
plasmic figures which permeated the granulation 
tissue. When the removal of the ganglia and the 
sympathetic tracts was insufficient the characteristic 
microscopic picture was disturbed. 

The results in the second series of experiments 
with section of the sciatic and other nerves were also 
negative. The operation had no influence on re 
generation. This finding is in agreement with the 
observations of Kuré, Yenago, Ymagava, and 
others, who found a change in the response to 
electrical stimulation analogous to that in progres 
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sive muscle dystrophy only in sympathectomized 
muscles. However, the minutia of the sympathetic 
innervation depend, not upon a single ganglion, but 
upon the very large divisions of the sympathetic 
nervous system. Denudation of the common iliac 
and femoral arteries had no effect on regeneration. 
J. VOLKMANN (Z). 


Grisel, P., and Apert, E.: Congenital Atlo-Occipital 
Synostosis. Report of a Fatal Case (La synostose 
occipito-atloidienne congénitale, d’aprés un cas 
mortel). Presse méd., Par., 1933, xli, 397. 


The authors report the postmortem findings in the 
case of a child fifteen and a half years of age who died 
four months after the onset of symptoms of inferior 
bulbar myasthenia. These findings showed that the 
syndrome was due to rotation and luxation of the 
atlas. As congenital abnormalities were overlooked 
at the first examination and there was no history of 
trauma and no evidence of an inflammatory reaction 
or tuberculosis, the luxation was difficult to explain. 
Two years later a more careful study of the occipital 
bone, atlas, axis, and third and fourth cervical verte- 
bra disclosed the following anomalies: (1) right atlo- 
occipital synostosis, (2) left atlo-occipital synostosis, 
and (3) posterior atlo-occipital synostosis. These are 
described in detail with records of the distances and 
angles. 

The authors discuss also at considerable length the 
intra-uterine and extra-uterine mechanisms con- 
cerned in the production of such anomalies. 

Marsu W. Pooter, M.D. 


Nové-Josserand and Pouzet: Anatomical and Clin- 
ical Considerations Regarding Adolescent 
Coxa Vara (Considérations anatomo-cliniques sur 
la coxa vara des adolescents). Lyon chir., 1933, XXX, 
189. 


The authors review twenty-three cases of adoles- 
cent coxa vara—twenty which they have followed 
for some time and three which were seen because of 
late complications. 

They state that the lesion is not discovered in the 
early stages because the early signs are too slight to 
attract attention to it. The roentgen appearance is 
that of a spotty shadow limited to the juxta-epiphy- 
seal region. This typical appearance of the neck of 
the femur is present in almost every case whether 
the symptoms have developed rapidly or slowly. 

As the condition progresses, the neck of the femur 
becomes curved and shortened. The character of 
the changes depends somewhat upon the rate of 
development of the condition. 

The epiphysis becomes displaced by sliding off 
the abnormal neck slowly or quite suddenly as the 
result of slight trauma. 

Recovery takes place by calcification. 
more rapid type the callus appears quickly. 

The réle of articular lesions in adolescent coxa 
vara is difficult to determine. In the cases studied 
by the authors, involvement of the joint was ap- 
parently rare. 


In the 


The anatomical end-result ranges from partial 
restoration of the hip to marked contraction due to 
almost complete destruction of the head and neck 
of the femur. 

The article contains a large number of roent- 
genograms. Marsu W. Poorer, M.D. 


Inge, G. A. L., and Ferguson, A. B.: Surgery of the 
Sesamoid Bones of the Great Toe. An Anatom- 
ical and Clinical Study, with a Report of 
Forty-One Cases. Arch. Surg., 1933, xxvii, 466. 


The authors discuss the anatomy and pathology 
of sesamoid bones of the great toe, and review the 
findings of a study of over 1,000 roentgenograms of 
the feet, the history of the surgery of sesamoid bones 
of the great toe, and the reports of 41 cases in which 
sesamoidectomy was done at the New York Or- 
thopedic Hospital. 

They state that the sesamoids of the great toe are 
essential parts of the skeleton appearing early in 
fetal life. Bipartite sesamoid is a frequent anomaly, 
being found in 10.7 per cent of the feet examined 
roentgenologically in their clinic. 

Among the illustrations in the article is a diagram 
of the most common anomalies. Attention is called 
to the variations which are responsible for the most 
frequent fractures of sesamoid bones. In the cases 
reviewed, only 1 positive sesamoid fracture was 
found. In no case was specific disease of the sesa- 
moids discovered. The authors attribute pain in the 
region of the sesamoid to: (1) associated chronic 
arthritis, (2) chronic or subacute bursitis, and (3) 
medial luxation of the medial sesamoid following an 
operation for bunion. 

Of the 41 patients whose cases are reviewed, 70.8 
per cent were benefited by the sesamoidectomy. For 
the best results the operation should be supple- 
mented by physical therapy. 

The authors reserve operative treatment for cases 
which fail to respond to conservative treatment. 

Rospert C. LONERGAN, M.D. 
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Weber, L. A.: The Treatment of Poliomyelitis 
Sequelz in the Foot (E] tratamiento de las se- 
cuelas poliomieliticas del pie). Rev. de orlop. y 
traumatol., 1933, ii, 375. 

Weber reviews fifteen cases of poliomyelitic de- 
formities of the foot and discusses the examination 
of the affected foot; the general principles of treat- 
ment; the types of deformities, their treatment, and 
the end-results obtained in each; and the prevention 
of poliomyelitic deformities. 

He concludes that surgical intervention should be 
resorted to only after an interval of three years from 
the onset of the paralysis and never in the cases of 
children under six years of age. The combination 
of therapeutic procedures must be determined for 
each case. Plastic operations on the tendon of 
Achilles, muscle transplantation, arthroplasty, and 
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tenodesis are of great value in combination, but 
separately are sufficient to correct the deformity in 
only a few cases. Brilliant results are obtained by 
arthrodesis. However, as this is an unphysiological 
procedure, it should be employed only when correc- 
tion by other means is impossible. For drop-foot, 
tenodesis combined with arthroplasty is better in 
principle than multiple arthrodeses, but should not 
be performed on children under fifteen years of age. 
In talipes calcaneus, oblique osteotomy is an ex- 
cellent method of correction. As tarsectomy and 
astragalectomy are mutilating operations, they 
should be limited to severe and persistent deform- 
ities. 

The article contains a large number of illustra- 
tions and has an extensive bibliography. 

M. E. Morse, M.D. 


Strémbeck, J. P.: Hallux Rigidus and Its Treat- 
ment (Hallus rigidus und seine Behandlung). Acta 
chirurg. Scand., 1933, \xxiii, 53. 


Following a review of the literature on hallux 
rigidus, the author reports twenty-three cases. 

The chief symptoms of hallux rigidus—limitation 
of dorsal flexion in the basal joint of the big toe—is 
caused by contracture of the short flexor with sub- 
sequent plantar contracture of the soft parts. The 
contracture is a common complication of arthritis of 
the basal joint of the big toe. The arthritis may be 
regarded as a consequence of excessive weight bear- 
ing, and occurs in the presence of certain anomalies 
of the foot skeleton. It leads to early deformities 
which can be seen on roentgen examination. The 
contracture is not of great importance in the produc- 
tion of arthritis deformans. 

In the treatment of some of the author’s cases re- 
moval of the dorsal exostosis was sufficient. In mild 
cases, good results were obtained by tenotomy of the 
short flexors, and in more severe cases by basal re- 
section of from one-fifth to one-half of the basal 
phalanx and the interposition of fascia. Ankylosing 
operations should be avoided. 


FRACTURES AND DISLOCATIONS 


Hellstadius, A.: A Clinical Study of the Causation 
of Pseudarthrosis of the Diaphyses of the Long 
Bones of the Extremities. Acta chirurg. Scand., 
1933, xxiii, 111. 

The author reports a clinical study to determine 
the causes of pseudarthrosis after fractures of the 
shafts of the long bones of the extremities. In cases 
of multiple fractures the union of several of the 
fractures was obviously inhibited, a fact suggesting 
that in cases of pseudarthrosis there is a general 
predisposition toward poor callus formation. 

In discussing double pseudarthrosis after frac- 
tures of both bones of the forearm the author re- 
jects the theory of Martin that by some distant in- 
fluence (sympathetic bone atrophy) a pseudarthro- 
sis of the radius may favor the formation of a 
pseudarthrosis of the ulna. He believes that such 


pseudarthroses are determined by the same factors 
as those determining other multiple pseudarthroses. 

He states that there is no evidence that pseudar 
throses are favored by a deficiency in Vitamin C. 

Cases are cited to show the exceedingly slight 
tendency toward pseudarthrosis in children as com 
pared with adults. 

A statistical study of the sites of pseudarthroses in 
the shafts of the long bones in relation to the arterial 
supply of the bones suggested that the arterial sup 
ply may play a part in the production of pseudar 
throses. 

In the author’s cases pseudarthrosis was most 
common after comminuted fractures and next most 
common after transverse fractures. After oblique 
and spiral fractures it was uncommon. Its incidence 
was 7 per cent in cases of compound fractures, 2.4 
per cent in cases of simple fracture treated by op- 
eration, and 0.23 per cent in cases of simple fractures 
reduced manually. 

Hezmatoma formation may be of some importance 
in the formation of callus by reason of its stimulating 
effect on the fracture hyperemia. 

Pseudarthrosis has occurred with considerably 
frequency in cases of fractures treated by inlay graft 
ing with the use of horn or ivory pegs or bone grafts. 
Whether or not osteosynthesis with metallic ma 
terial has an unfavorable effect on the union of 
fractures cannot be stated with certainty. 

Pseudarthrosis is considerably more frequent in 
cases of fracture operated upon during the first 
three days after the accident than in those operated 
upon later. This is probably explained by the fact 
that during the first few days there is not sufficient 
time for the hematoma to exert a stimulating effect 
on the fracture hyperemia and vascular prolifera 
tion. 

As the majority of pseudarthroses occur after 
fractures caused by direct external violence, lacera 
tion of the surrounding soft parts seems to be a fac 
tor in their causation. In some cases, pseudarthrosis 
may be favored by separation of the fragments in 
treatment by extension. Incomplete immobiliza 
tion of the fracture seems to have an unfavorable 
effect on union only in its later stages in cases of 
delayed consolidation. 


Boehler, L.: The Causes and Prevention of Poor 
Healing of Bone Fractures (Die Ursachen der 
schlecht geheilten Knochenbrueche und ihre Ver 
huetung). Zétschr. f. orthop. Chir., 1933, lviii, 374. 


According to statistics published by Ruetzin 1920, 
permanent compensation was being received by all 
of 47 persons with a fracture of the femur, 82 (95 
per cent) of 86 with fractures of the bones of the 
leg, 41 (93 per cent) of 44 with a fracture of the 
ankle, 36 (97 per cent) of 37 with a fracture of the 
humerus, 37 (80 per cent) of 41 with a fracture of 
bones of the forearm, and 9 (82 per cent) of 11 with 
a typical fracture of the radius. 

The injured were treated under very unfavorable 
external conditions. The poor results were due to: 
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(1) deficient instruction, (2) deficient organization, 
and (3) the use of unsuitable methods of treatment. 

The essentials of treatment in all cases are: (1) 
accurate reduction of the bony fragments, (2) unin- 
terrupted fixation of the properly reduced fragments 
until bony healing has taken place, (3) during the 
time of the necessary immobilization of the properly 
reduced fragments, active movement of as many as 
possible or of all joints of the injured extremity and 
of the whole body, with avoidance of pain, in order 
to prevent disturbances of the circulation, atrophy 
of muscles and bones, and stiffening of joints. 

One of the following four methods of treatment is 
indicated, depending upon the time that has elapsed 
since the fracture: (1) immobilizing treatment, i.e., 
treatment with splints or different types of bandages 
or other firm material; (2) treatment with perma- 
nent traction by various adhesive substances (ad- 
hesive plaster or mastisol) or directly to the bone 
(nail, clamps, wire); (3) mobilizing treatment (early 
massage and passive movements); and (4) operative 
treatment. 

The simplest and safest treatment is immobiliza- 
tion with splints or plaster of Paris. Most disturb- 
ances can be avoided if the fragments are accurately 
reduced and held firmly in unpadded plaster dress- 
ings without interruption until bony union is ob- 
tained. Treatment with a traction bandage is to be 
considered chiefly for fractures which cannot be 
held in a plaster-of-Paris dressing, such as those of 
the femur. Mobilizing treatment can be used only 
for fractures without splinting. 

Indirectly, measures promoting the formation of 
callus are the cause of poor healing of fractures since 
confidence in the callus formation causes immobiliza- 
tion to be discontinued too early. Necessary for cal- 
lus formation are: (1) the stimulation provided by 
the injury to the bone, (2) a sufficient blood supply, 
and (3) sufficiently long uninterrupted immobiliza- 
tion of the properly reduced bony fragments. 

One part of the article is devoted to fractures of 
the spine. A fractured vertebra may be firmly united 
in from six to eight weeks without reduction and in 
from three to four months with reduction. After 
this length of time a plaster-of-Paris corset is not 
only superfluous but harmful. The Bochum school 
has shown that after spinal injuries without paralysis 
the patient may get up at the end of six weeks and 
usually may begin light work after from three to 
four months. This school rejects not only the late 
corset but also reduction with subsequent immo- 
bilization and simultaneous treatment of the rest of 
the body by exercise. The reduction of a vertebral 
fracture under local anesthesia is very easy. The 
good position can be retained with the aid of a 
plaster-of-Paris corset kept on for from three to four 
months. The patient can get up after eight days. 
The muscles do not become weak or the spinal col- 
umn stiff. As causes of poor healing of bone frac- 
tures the author lists failure to reduce, too long rest 
in bed, and the wearing of a supportive corset after 
bony consolidation. 


Fractures of the pelvis without other injuries are 
benign. Those with central dislocation of the head 
of the femur are treated with a continuous traction 
bandage for from ten to twelve weeks. Fractures of 
the neck of the femur heal with pseudarthrosis, coxa 
vara, because they are not reduced. ‘The fragments 
can be held firmly in good position only with a large 
plaster-of-Paris dressing or with a nail by the Smith 
Petersen method. Fractures of the femur through 
the trochanter with wedging heal with coxa vara and 
outward rotation if they are not reduced and treated 
with an extension bandage for from ten to twelve 
weeks. Fractures of the shaft of the femur often 
heal with shortening and curvature. Sometimes also 
a pseudarthrosis occurs because the immobilizing 
dressings (plaster of Paris or continuous traction) 
are removed too early. 

Patients with fracture of the patella without dis 
placement can get up at the end of a few days wear 
ing a plaster-of-Paris shell. Patellar fractures with 
diastasis can be healed only by operation. Fractures 
of the eminentia intercondyloidea can be properly 
reduced under local anesthesia and will heal if a 
plaster-of-Paris dressing is applied for from six to 
eight weeks and the patient is allowed to walk in it. 
Fractures of the head of the femur should be treated 
with strong traction and immobilization of the re 
duced fragments for from six to eight weeks. Frac 
tures of the shafts of the bones of the leg heal poorly 
when the period of immobilization is too short. Good 
reduction and sufficiently long immobilization (at 
least ten weeks in cases of transverse fractures) 
assure a good result. Fractures of the ankle with 
subluxation heal in an unpadded plaster-of-Paris 
dressing in from seven to ten weeks. Fractures of 
the astragalus, the heel, and the tarsus will heal in 
from eight to twelve weeks when properly reduced 
and immobilized for a sufficient length of time. In 
fractures of the metatarsal bones swelling of the foot 
occurs if the bones are not immobilized, but if an 
ambulatory plaster-of-Paris cast is applied the pa 
tient is able to walk at once without pain. 

Fractures of the clavicle should be treated without 
a dressing. Fractures of the humerus must be treated 
with abduction splints. Supracondylar fractures of 
the humerus are easily reduced by strong traction 
with pronation of the forearm and are retained in 
good position by firm bandaging. Fractures of the 
shafts of the forearm bones will heal well if they are ac 
curately reduced and the fragments are held securely 
with wires passed through holes bored in the bones 
and immobilized for a sufliciently long time (from 
eight to ten weeks). In fractures of the lower end of 
the radius an unpadded dorsal plaster-of-Paris splint 
should be applied. Fractures of the scaphoid bone 
should be immobilized for six weeks. Old traumatic 
cavities can also be healed by immobilization. 

In conclusion the author says that in the preven- 
tion of poor healing of fractures much could be ac 
complished if only a fraction of the money paid for 
after-treatment were used for the first care and 
after-treatment of injuries. When the economic im- 
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portance of accidents becomes more generally recog- 
nized there will be a change in the instruction given 
students and general practitioners. Minor surgery 
and the prevention of wound infection are of great 
importance. In Austria, 1,375 persons died in 1931 
from infection after wounds received in accidents, 
and many times that number had their earning 
ability markedly and permanently reduced by 
phlegmons. The number of hospital beds for the 
treatment of fractures must be increased. Where 
bone fractures are treated a roentgen apparatus 
must be available in the operating room or adjacent 
to it. HauMAnn (Z). 


De Francesco, F.: The Treatment of Complete 
Acromioclavicular Dislocation (Sulla terapia 
della lussazione completa acromio-clavicolare). Poli- 
clin., Rome, 1933, xl, sez. chir. 259. 


The author reports a case of complete acromio- 
clavicular dislocation in a woman forty-five years 
of age which he treated by a modification of the 
Benedetti-Valenti method. In this operation the 
bones are fixed in place by passing a 3-mm. strip of 
elastic rubber between the coracoid process and the 
clavicle in the form of a figure of eight to re-inforce 
the weakened and relaxed coronoid and trapezoid 
ligaments. The conditions ina case before and thirty 
days after the operation are shown by illustrations. 

In experiments carried out on two dogs and four 
rabbits, De Francesco found that the rubber band 
was still elastic eight months after the operation 
although it was then well covered by connective 
tissue. EuGENE T. Leppy, M.D. 


Thompson, J. E.: Fractures of the Carpal Navicular 
and Triquetrum Bones. Am. J. Surg., 1933, Xxi, 
214. 

Of twenty-one fractures of carpal bones seen at 
the Roosevelt Hospital, New York, during a period 
of twelve months, fifteen involved the navicular 
bone, four, the triquetrum, and two, both of these 
bones. As the ordinary anteroposterior and lateral 
roentgenograms frequently failed to show a frac- 
ture, the author recommends that oblique roent- 
genograms be made in all suspicious cases. 

In the cases reviewed, the triquetrum was usually 
fractured in its mid-portion, while the navicular 
bone was fractured either through the tuberosity or 
through the neck of the body. 

Thompson believes that non-union is favored by 
abnormal friction between the fractured fragments 
rather than by deficiency of the local blood supply. 
He recommends prolonged immobilization by means 
of a dorsal moulded cock-up plaster splint. 

Paut C. Cotonna, M.D. 


Whitman, R.: The Abduction Method. Am. J. 
Surg., 1933, XXxi, 335. 

Whitman says that, according to statistics from a 
variety of sources, union of medial fracture of the 
femur occurs in approximately 65 per cent of cases 
treated by his abduction method. For cases in which 


faulty treatment has been employed he recommends 
open operation, and for those showing incapacity for 
repair he suggests the Whitman reconstruction op- 
eration. The latter consists in removal of the dis- 
torted head, moulding of the remaining portion of 
the neck, and transplantation of the trochanter with 
its attached muscles down the shaft. 

Methods of spiking the fragments, such as the use 
of the flanged nail advocated by Smith-Petersen, 
are rejected by Whitman as he believes that re- 
covery depends on reconstruction of the bony struc- 
ture and this will be retarded by the injury to the 
cancellous tissue caused by the introduction of a 
nail. He is of the opinion that many months are re- 
quired for the repair of a medial fracture, and 
doubts whether any form of operative intervention 
will greatly shorten the period of disability. 

He states that the abduction method relieves the 
pain, permits changes of posture, and has not only 
greatly extended the range of the positive treatment 
of fractures, but has materially reduced the death 
rate. Rospert C. LONERGAN, M.D. 


Mikkelsen, O.: Intra-Articular Fractures of the 
Upper End of the Tibia. Acta chirurg. Scand., 1933, 
Ixxiii, 1. 

This article is based on 160 cases of intra-articular 
fracture of the upper end of the tibia which were 
treated at the Kommunehospital, Copenhagen, and 
88 cases from the records of the Committee of Labor 
Insurance. 

Of the 160 patients treated at the Kommune- 
hospital, 126 were re-examined from one to nineteen 
years after the accident. Of those whose cases are 
recorded by the Workmen’s Compensation Board, 
22 were re-examined from two to five years after the 
accident and the others one year after the accident. 
The fractures are classified as follows: 

A. Unicondyloid fractures: 

1. Incomplete: (a) fissures (6); (b) compression. 

2. Complete: (a) median (51); (b) lateral (116). 

B. Bicondyloid fractures: (a) Y- and V-frac- 
tures (25); (b) T-fractures (16); (c) comminuted 
fractures (5). 

C. Fractures of the tibial spine (18). 

D. Other (rare) forms (9). 

The figures in parentheses indicate the number of 
cases in the group or subgroup. 

The proportional distribution of the cases in the 
various groups is about the same except that the 
severe bicondyloid and comminuted fractures were 
six times more frequent in the Kommunehospital 
cases than in the Workmen’s Compensation Board 
cases. 

The mechanism and etiology of the various types 
of fracture are discussed. Only the treatment given 
in the Kommunehospital cases is mentioned. In this 
hospital, conservative treatment is employed in the 
great majority of cases, operation being performed 
only in a very few instances. 

Chief among the conservative measures are mas- 
sage and motion. If there is marked hemarthrosis, 




















puncture is done first. If there is no varus or valgus 
position and only a slight abnormal lateral mobility, 
the knee is placed on a knee pillow, but otherwise is 
left free. When lateral mobility is distinct, a roll- 
pillow is used. The roll-pillow (a sort of splint pillow) 
is a Closely stitched quilt 2 cm. thick which measures 
60 by 60 cm. It is folded around the leg and fixed 
with 3 pieces of tape. In the Kommunehospital it is 
used frequently also in the treatment of cases of 
malleolar fracture and fracture of the shaft of the 
tibia. In such cases the leg strapped in the roll- 
pillow is placed on a high, hard-stuffed, triangular 
mattress so that the knee is kept in nearly rectangu- 
lar flexion, a position which is not uncomfortable. 
rhe use of this pillow makes it possible to institute 
treatment by massage and passive motion at once 
and allows easy inspection of the site of fracture at 
any time. In most cases it is sufficient for the correc- 
tion of a varus or valgus position, but sometimes 
these positions require additional side-traction. 
Cases with more marked dislocation, with or without 
shortening, are treated by indirect longitudinal ex- 
tension sometimes combined with lateral traction. 
Direct extension is not advisable as it gives rise to 
stretching of the ligaments around the knee which 
results in a greater tendency toward lateral mobility. 

Operation is performed only in marked dislocation 
of unicondyloid fractures. In bicondyloid fractures 
the best results are obtained by conservative treat- 
ment. The patient is kept in bed for eight weeks at 
least, and longer if a definite degree of lateral mobil- 
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ity still remains. When he gets up, the knee is grad 
ually made accustomed to carrying the weight of the 
body. 

Complete recovery without any subjective incon- 
venience or clinically demonstrable objective changes 
in the knee with the exception of roentgenographic 
changes resulted in 54 per cent of the cases treated 
in the Kommunehospital but in only 5 per cent of 
the Workmen’s Compensation Board cases, and full 
capacity for work in go per cent of the former but 
only 29 per cent of the latter. The incidence of com- 
plete cure in one year was 8g per cent in the Kom- 
munehospital cases and 21 per cent in the Work- 
men’s Compensation Board cases. If patients more 
than sixty years of age are excluded, it was 86 per 
cent in the former and 20 per cent in the latter. 

The enormous difference in the results in the 2 
groups cannot have been due entirely to possible dif- 
ferences of treatment. It must be accounted for in 
part at least by the hope of indemnity. This assump- 
tion is in agreement with the fact that most of the 
Kommunehospital patients who were longest in re- 
turning to work were those who were insured or 
entitled to compensation. 

The prognosis is considerably better than was 
formerly supposed as of 126 patients re-examined, 
114 are completely able to work, and of the 12 who 
are partly disabled, several have taken up their old 
work again with merely some slight modifications. 
True secondary arthritis deformans was found in 
only 1 case. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Jausion, H.: Glycerin Chromate for the Sclerosis 
of Varicose Veins (Glycérine chromée et sclérose 
des ectasies veineuses). Presse méd., Par., 1933, xli, 
1061. 


Jausion believes that when glycerin is used as a 
vehicle for some other substance such as phenol in 
the treatment of varicose veins it is the glycerin 
which produces the venous sclerosis. The only dis- 
advantage of the use of glycerin is the production 
of hemorrhage, particularly into the kidney paren- 
chyma. This may be prevented by the addition of 
chrome alum. 

The formula for the sclerosing fluid used by the 
author is as follows: 


Gm, 
Glycerine (double distilled).................... 126 
ie eae cn soc wescse Vewam cece en 1.5 
I ives chs oa cdkiebesaea sian 200 


At each treatment, from 5 to 20 c.cm. of this solu- 
tion are injected forcibly. A tourniquet is used to 
distend the vein and prevent leakage of the solution. 
The injections are separated by an interval of eight 
days. Of 313 cases of varicose veins, 232 were cured 
by 4 or fewer injections, 32 required 5 injections, 21 
required 6, and the remainder required 7 or more. 

The advantages of the glycerin-chromate mixture 
are stated to be: 

1. Freedom from slough after accidental extra- 
vasation of the solution. 

2. The obliteration of extensive varices with few 
injections. 

3. Absence of pain during the injection. 

The author says that the occurrence of lumbar 
pain and vesical tenesmus (apparently indicating 
renal damage) is very rare and may be attributed to 
idiosyncrasy to the drug. 

The injection of hemorrhoids, varicocele, the 
bubos of lymphogranuloma inguinale, and venereal 
warts is described. HERMAN E. Pearse, M.D. 


Mahorner, H. R., and Ochsner, A.: Leeches in 
Phliebitis to Prevent Pulmonary Embolism. 
Ann. Surg., 1933, XCviii, 408. 


Pulmonary embolism resulting from postoperative 
thrombophlebitis accounts for approximately 6 per 
cent of deaths after operation. The authors discuss 
briefly some of the measures that have been used to 
prevent or treat thrombophlebitis. They summarize 
the results from the use of leeches which have been 
recorded in fifteen articles published since 1922 and 
report the use of this form of therapy in four cases of 
spontaneous phlebitis. 

In the first case reported by the authors the treat- 
ment was without effect, probably because the 


number of leeches was inadequate. In the three 
other cases it resulted in rapid abatement of the 
symptoms and apparently hastened recovery. 

The authors outline the technique of the applica- 
tion of leeches and discuss the various theories with 
regard to the rationale of this treatment. They 
raise the question of the possibility of leech treat- 
ment or hirudinization in thrombo-angiitis oblit 
erans and spontaneous thrombosis of the vessels 
supplying vital organs such as the brain and heart 
They regard the use of leeches as the best available 
method of treating phlebitis early and thereby di 
minishing the dangers of pulmonary embolism. 
However they state that the routine application of a 
small number of leeches after operation as prophy 
laxis against thrombophlebitis does not appear to: be 
effective. W. J. MERLE Scort, M.D. 


Perazzo, G.: The Vascular Gangrenes of the Upper 
Limbs from Cervical Ribs (Le gangrene vascolari 
dell’arto superiore da costola cervicale). Chir. d. 
organi di movimento, 1933, XViii, 22. 

The author reviews the classification and the em 
bryological development of cervical ribs. To the 
twenty-four cases of vascular gangrene of the hand or 
arm which he was able to find in the literature he adds 
a case of his own, that of a thirty-nine-year-old 
woman with cyanosis and gangrene of the left arm 
below the elbow. In this ‘case no radial or ulnar pul- 
sations were found. X-ray examination disclosed 
bilateral cervical ribs, the left much larger than the 
right. The arm was amputated in the middle third. 
The lumen of the humeral artery was found dimin- 
ished by thrombi, but the intima and elastic fibers 
were not affected. The media was infiltrated with 
fat granules. The nerves were undergoing a descend- 
ing wallerian degeneration. Perazzo believes that 
both the mechanical and neurosympathetic factors 
contributed to the production of the gangrene. 

P. F. Metitp1, M.D. 


Traina Rao, G.: The Behavior and Pathogenic Im- 
portance of the Blood Platelets in Thrombo- 
phlebitis (Sul comportamento e sull’importanza 
patogenetica delle piastrine nelle tromboflebiti). 
Riv. ital. di ginec., 1933, XV, 283. 

The author believes that there are bacterial and 
non-bacterial types of thrombophlebitis, the latter 
constituting particularly the postoperative types 
occurring in the absence of infection. By determin 
ing the platelet count before and after operation in 
fifty gynecological cases, he found that in cases in 
which thrombophlebitis ensued there was a pre 
operative increase in the platelets. The only excep 
tion was a case in which, though the count was nor 
mal before the operation, there was a co-existing 
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infection. In cases of puerperal thrombophlebitis 
he found the same parallelism. He believes that a 
high platelet count is a factor predisposing to aseptic 
thrombophlebitis. He therefore advocates a routine 
pre-operative platelet count to determine the danger 
of this complication. 

The use of leeches was found to be the prophy- 
lactic procedure to influence the thrombocytosis and 
the best form of treatment in the early stages of 
aseptic thrombophlebitis. P. F. Metitp1, M.D. 


Rabinowitz, H. M.: Newer Concepts on the Physio- 
pathology and Treatment of Thrombo-Angiitis 
Obliterans. Am. J. Surg., 1933, xxi, 260. 


Because of the importance of certain phospho- 
lipids in the coagulation of blood, it occurred to the 
author that changes in the metabolism of this group 
might be associated with the thrombotic tendency 
in thrombo-angiitis obliterans. In the cases of 
twenty-five normal males he found that the lecithin 
(phosphorus) of the whole blood ranged from 8 to 
11.8 mgm. per 100 c.cm. and the morning urine 
was negative for choline, whereas in fifty cases of 
thrombo-angiitis obliterans the lecithin in the whole 
blood ranged from 7 to 15 mgm. per 100 c.cm. and in 
thirty of these fifty the morning urine was strongly 
positive for choline on one or more occasions. 
Eighty-six per cent of the patients with thrombo- 
angiitis obliterans showed, at least once, a blood 
lecithin above the highest value determined for the 
twenty-five normal controls. In these patients the 
excretion of choline in the urine seemed to be asso- 
ciated with the lower or normal values of blood 
lecithin and was frequently absent when the lec- 
ithin level was high. The author concluded that an 
increased metabolism of lecithin results in an in- 
crease in the choline in the blood and consequently 
in the excretion of choline in the urine. 

On the basis of the assumption that the choline 
derivatives supposedly formed in excess from lec- 
ithin in the body might be the deleterious agents in 
thrombo-angiitis obliterans, Rabinowitz treated 
cases of thrombo-angiitis obliterans by reducing the 
lecithin content of the diet and administering cho- 
lesterol, a physiological antagonist of lecithin. 
Cholesterol injected intramuscularly appeared to 
diminish the pain, but did not have a favorable in- 
fluence on the thrombotic tendency. After much 
experimenting, choline and its derivatives were 
found to be easily converted by activated sulphur 
into non-toxic compounds. ‘Therefore in cases 
treated later, activated sulphur was injected intra- 
venously for two months. In addition, lecithin-rich 
foods were excluded from the diet. Under this ré- 
gime the pain rapidly subsided and trophic lesions 
promptly improved. In late cases, however, the 
rubor was not lost. The last symptom to disappear 
was claudication. In the advanced gangrenous 
stages the results were unusually favorable, healing 
being obtained after minimal loss of tissue. The 
author reports the cases of three young men who 
retained good functioning stumps at the metatarso- 


phalangeal junctions. When arteriosclerotic changes 
were associated with thrombo-angiitis obliterans the 
prognosis was not good. In four such cases high 
amputation was necessary. 

W. J. MERLE Scott, M.D. 


Danzis, M.: Arterial Embolectomy. 
1933, XCVili, 249, 422. 


Ann. Surg., 


The literature of arterial embolism is very ex- 
tensively reviewed, and the etiology, prognosis, and 
treatment of the condition are discussed. Con- 
siderable space is devoted to the difficulty of evalu- 
ating results. 

The author has collected 129 cases of arterial em- 
bolism. One hundred and nineteen were operated 
upon (4 by Danzis). ‘The results were much better 
in these than in the ro cases in which operation was 
not performed. 

It is pointed out that in a high percentage of the 
cases there is severe cardiac damage. Of the cases 
reviewed, cardiac damage was present in 60 per 
cent. Twenty-two per cent of the patients suffered 
from such conditions as arteriosclerosis, diabetes, 
syphilis, and thyrotoxicosis. It is particularly im- 
portant to recognize the fact that arterial embolism 
is not an uncommon complication of thyroid disease. 

The high death rate in this group of cases is due 
undoubtedly, not to surgical treatment, but to the 
underlying severe cardiac damage or periperal vas- 
cular disease. 

The author describes his operative procedure 
which is based primarily on the work of Carrel. 
However, he uses a 2 per cent sodium citrate solution 
instead of oil to prevent clotting. He prefers local 
anesthesia for the operation. If this is impossible, he 
employs spinal anesthesia. 

The article includes abstracts of the 129 case 
reports. A study of these cases shows very clearly 
that the condition is usually not recognized or op- 
erated upon sufficiently early. The author stresses 
the importance of teaching the medical profession 
that the results of operation are dependent directly 
upon the time which elapses between the occurrence 
of the embolism and the operation. Although in 
some cases of embolism of the large arteries recovery 
may occur spontaneously, it has been definitely 
proved that the results are much better when sur- 
gical treatment is given, provided the operation is 
performed early. Mont R. Retp, M.D. 


BLOOD; TRANSFUSION 


Gejnac, S.: Observations on Blood Transfusion in 
Surgical Practice (Beobachtungen ueber die 
Bluttransfusion in der chirurgischen Praxis). Uk- 
rain. Z. Krovjan. Ugrup., 1932, i, 72. 

This article is based on the conviction that blood 
transfusion is not employed sufficiently often in the 
Soviet Union, and that propaganda on the part of 
the government is necessary. Particularly in com- 
parison with statistics of American surgeons who 
are cited, the total of 4,000 blood transfusions in 
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eleven years in the entire Soviet Union seems very 
small. The author reports on 180 blood transfusions 
in the cases of 138 patients. The quantity of blood 
transfused varied from 200 to 1,000 c.cm. and av- 
eraged about 600 c.cm. For blood grouping, 3 
standard sera, O, A, and B, were used. No error oc- 
curred in a period of four years. Brief directions for 
preparing such standard sera are given. Oehlecker’s 
method of transfusion was used 3 times, and the 
citrate method 177 times. The technique, which is 
described in detail, contains nothing new. For the 
systematic use of transfusion the organization of 
donors is an important prerequisite. Several donors 
have given blood as often as 12 times in one year. 
It is noteworthy that the donors were given sick 
certificates in only exceptional cases. Regeneration 
is supposed to be accelerated by working and requires 
thirty-five days. The author urges that the State 
provide means for the donors. 

Blood transfusion was employed for acute and 
chronic hemorrhage, postoperative shock, choleamia, 
and suppurative septic processes, and for prophy- 
laxis before serious operations. The haemorrhages 
were chiefly gastric hemorrhages, particularly post- 
operative gastric hemorrhages. Transfusions were 
given also before operation. In addition to blood re- 
placement, transfusion has a hemostatic action. 
However, in hemorrhagic diatheses the result of 
transfusion is not very satisfactory. Patients with 


posthemorrhagic anemia recovered relatively rap- 
idly after transfusion. Blood transfusion is of great 
value in postoperative shock, even when the shock 
is not due to hemorrhage. In 27 cases of shock, some 


of which were very severe, only 1 patient could not 
be saved. Blood transfusion is considered the most 
effective and reliable measure for combating the fall 
in blood pressure, the capillary stasis, and the acido- 
sis which must be overcome in shock. Seven hun- 
dred cubic centimeters of blood must be given. 
Smaller quantities are ineffective. In the cases of 
cholemic patients, pre-operative transfusion is of 
great value for hemostasis. The importance of 
prophylactic transfusion before serious operations, 
especially laparotomies, is manifested by the lower 
mortality in cases in which such transfusions are 
given. A particularly extensive experience with 
gastric resection is presented. Some of the literature 
concerning the effects of transfusion in septic diseases 
is still very contradictory. The author reports 6 
cases of chronic septicopyemia in which blood trans- 
fusion resulted in immediate and striking improve- 
ment. In cases of acute septic processes no improve- 
ment was noted. GUENTER K. F. ScHULTZE (G). 


Balachowsky, S., Guenzburg, F., Palicyna, T., 
RZechina, S., and Farberova, R.: The Preserva- 
tion of Blood for Transfusion (Konservierung 

. von Blut zwecks Transfusion desselben). Sovrem. 
probl. pereliv. krovi i gematol., 1932, iii/iv, 16. 


Extensive laboratory studies were made to solve 
various problems associated with the preservation 
of blood. 


The first part of this article deals with the de- 
velopment of methods of preservation. The study 
of the beginning stages of coagulation of citrated 
blood led to the conclusion that even large amounts 
of citrate (as much as 6 per cent of the total quantity 
of blood) did not prevent partial coagulation. 
Further investigation showed that maximal preser- 
vation and prevention of coagulation were obtained 
by the simple dilution of citrated blood with physi- 
ological salt solution. It was found that the more 
the blood was diluted, the longer it could be pre 
served. Twenty-eight experiments carried out with 
blood diluted to the ratio of 1:4 were very satis 
factory. 

In the second part of the report the changes in the 
blood from citration and dilution (1:4) are discussed. 
The resistance of the erythrocytes in the blood of 
dogs was scarcely altered during the first two or 
three days of preservation, but gradually diminished 
when the blood was kept for a longer period. The 
variations in the residual non-protein nitrogen and 
in refraction were insignificant, and the rate of sedi 
mentation in the course of one and three hours 
varied but slightly with the duration of preservation. 
Catalysis showed only slight changes. Active gly 
colysis occurred in the diluted, preserved blood 
The content of inorganic phosphorus rose somewhat, 
and the sugar content fell. No definite increase in 
uric acid could be demonstrated. A loss in the ability 
to fix oxygen was noted in the erythrocytes of 
preserved blood. 

The third part of the report deals with the reac 
tions of the organism to the transfusion of preserved 
blood. The sugar and chloride contents of the blood 
and the rate of sedimentation of the erythrocytes 
were determined before the transfusion and twenty 
minutes and one hour after the transfusion. The 
results did not permit definite conclusions. 

The authors describe in detail their methods of 
preparing, keeping, and transfusing preserved 
blood. The blood is drawn into a sterile vessel and 
combined with an equal amount of a mixture con 
sisting of one part of 5 per cent sodium-citrate solu- 
tion and nine parts of physiological salt solution. 
The mixture is kept at a temperature of +4 degrees. 
The authors believe that the results depend entirely 
upon careful preservation of asepsis and absolute 
purity of the reagents. A. Firatov (Z). 


Belc, G.: Complications During and After Blood 
Transfusion (Komplikationen waehrend und nach 
der Bluttransfusion). Ukrain. Z. Kroojan. Ugrup, 
1932, i, 93- 

On the basis of about 1,700 blood transfusions, the 
frequency, types, and prevention of complications 
are discussed. In the comparison of 998 transfusions 
with citrated blood (an isotonic 3.8 per cent solution 
in proportions of 10:100) and 457 transfusions with 
pure blood, distinct superiority of the citrate method 
was apparent. In the dosage mentioned the total 
quantity of citrate was always below the toxic dose 
of from 11 to 15 gm. The number of pathologica! 
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reactions was considerably lower when the citrate 
method was employed. In each series of cases there 
was 1 death. 

Of most importance in the prevention of complica- 
tions is careful selection of the donor. The donor 
must be free from transferable disease. Group simi- 
larity is desirable, but universal donors may be used. 
The determination of the group must be made care- 
fully. The details of the technique are discussed. 
Control tests should be carried out. Even with 
group compatibility and a favorable outcome of the 
control tests biological incompatibility of the blood 
is sometimes found. The cause of the resulting 
hemolysis is not known (disturbances of colloidal 
equilibrium? Leucotoxins?). To prevent it, Oehleck- 
er’s biological preliminary test (the injection of 
about ro c.cm. of the donor’s blood before the main 
transfusion) is indispensable. 

The reaction to the blood transfusion depends also 
to a great extent on the disease present. In severe 


blood disease, hemophilia, pernicious anemia, and 
sepsis, severe complications develop more frequently 
and the quantities of blood transfused must not be 
too large. In acute anemias, on the other hand, 
large amounts of blood are well tolerated after sud- 
den hemorrhages. The grave complications, chills, 
circulatory collapse, unconsciousness, haemoglobinu- 
ria, and anuria, always develop immediately after 
the transfusion. The delayed reactions, such as 
erythema, urticaria, oedema, and a slight rise in the 
temperature, are almost always benign. The mor- 
tality of blood transfusion ranges from 0.03 to 0.46 
per cent. 

Blood transfusion should be undertaken only on 
specific indications. If these are established, com- 
plications may be prevented if their nature and pos- 
sibilities are known. In no case should this impor- 
tant therapeutic measure be rejected when proper 
treatment will prevent complications. 

ScHwa.m (G). 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Semb, C., and Berg, A.: Researches on Blood Pres- 
sure After Abdominal Operations. Acta chirurg. 
Scand., 1933, |xxiii, Supp. xxvi. 

The behavior of the blood pressure after abdomi- 
nal operations was investigated by daily measure- 
ments of the day pressure (presumptive maximum 
in the waking state) and the night pressure (pre- 
sumptive minimum during sleep). 

In studies of the day pressure made in the cases of 
134 patients and including about 1,800 measure- 
ments, it was found that about 34 per cent of the 
patients showed a relatively unchanged pressure 
curve; about 60 per cent, a primary rise in the pres- 
sure during the first days after the operation; and 
about 6 per cent, a primary fall. Some of them 
showed a secondary reactive fall after the primary 
rise and then a secondary rise. Altogether, a fall be- 
low the normal occurred in only about 20 per cent of 
the cases. 

The blood pressure during sleep, which was de- 
termined by about 300 measurements in the cases of 
45 patients, showed in every case a rise above the 
normal in the first days after the operation. There- 
fore the normal fall in the night pressure failed in 
more or less degree to occur. 

The relation between the day pressure and night 
pressure was therefore pathologically altered, the 
difference between these pressures becoming smaller 
or disappearing altogether. The curves for day and 
night pressures combined represent the total blood- 
pressure reaction, which has a relatively characteris- 
tic form. The total blood pressure reaction coincides 
in time fairly well with the clinical postoperative re- 
action. 

The cases without complications beforehand 
showed the greatest tendency toward a rise in the 
night pressure, and the complicated cases a greater 
tendency toward a fall in the day pressure after the 
operation. 

The total blood-pressure reaction showed some 
relation to postoperative intestinal disturbances. A 
rise in blood pressure, especially in the night pressure, 
occurred more or less parallel with impairment of in- 
testinal function. A similar reaction was observed 
also in case of mechanical ileus and peritonitic in- 
testinal paralysis. The relation to other postopera- 
tive complications is also discussed. 

The blood-pressure conditions noted can be com- 
pared in some degree to the changes which Mueller 
found in hypertonia and cardiac insufficiency. They 
are regarded as an expression of a circulatory in- 
coérdination or circulatory disturbance (perhaps in 
milder forms) in the postoperative period. 


The author assumes the cause to be vasomotor in- 
fluences, especially venous stasis, in the systemic 
circulation, especially in the splanchnic circulation. 


Fine, J., and Levenson, W. S.: The Effect of Foods 
on Postoperative Distention. Am. J. Surg., 1933, 
xxi, 184. 

From experimental observations the authors con- 
clude that, in the absence of food, the only important 
cause of gaseous distention of the intestine is swal 
lowed air. They believe this to be true even when 
the circulation of the intestine is severely injured. 
Their experiments show that liquid carbohydrates 
are a particularly important source of distending 
gases. The foods which are most prone to cause 
severe distention are orange juice, ginger ale, milk, 
and foods rich in cellulose. 

With regard to the treatment of distention, the 
authors state that the necessity of administering 
liquids and carbohydrates in the immediate post- 
operative period can be met by the parenteral ad 
ministration of glucose solutions. For the stimula 
tion of peristalsis, they advise the use of semisolid 
or solid food such as toast, cooked cereals, and egg 
albumen. Joun H. Gartock, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Pearl, F. L.: Electric Shock: Presentation of Cases 
and a Review of the Literature. Arch. Surg. 
1933, XXVli, 227. 

It is probable that in the case of the higher 
animals death from electric shock is due as a rule to 
primary fibrillation of the ventricles. In man this 
condition is hopeless unless prompt and _ heroic 
treatment is instituted. Postmortem findings fail 
to explain death from electricity. Changes in the 
walls of the vessels are noteworthy. Most of the 
pathological changes are probably due to heat 
rather than electrolysis. 

The treatment of electrically induced failure o/ 
the respiratory center is artifical respiration b\ 
the prone pressure method until breathing is re 
established or death is certain. The treatment of 
electrically induced ventricular fibrillation is promp' 
cardiac massage preceded, if possible, by the intra 
ventricular injection of potassium salts followed by 
calcium salts. In some cases the carotid administra 
tion of these salts may prove sufficient without the 
use of cardiac massage. If available, an appropriate 
current may be passed through the heart, followed 
by cardiac massage. The value of prolonged arti 
ficial respiration as a life-saving measure in uncon 
sciousness produced by the electric current seems | 
have been overestimated, as in 82 per cent of twent) 
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seven collected cases death occurred despite its use 
under ideal conditions over long periods of time. 
Stimulating hypodermics, inhalations of pure oxygen, 
and countershock are not advised. Inhalation of 
carbogen is a valuable aid to artificial respiration. 
In certain cases, lumbar puncture has a definite 
place in the treatment. Electric burns may be 
treated by radiant and ultraviolet irradiation. In 
severe burns the use of ointments and dusting powders 
is not advisable. In a few cases immediate débride- 
ment and skin grafting have been successful. Surgery 
should be employed with caution. 

The sequel of electric shock are many and varied. 
The most important affect the skeletal and nervous 
systems. Joun H. Gartock, M.D. 


ANZSTHESIA 


Moerl, F.: Death in Evipan Narcosis (Todesfall in 
Evipan-Narkose). Zentralbl. f. Chir., 1933, Pp. 877- 


Evipan-sodium is of value not only because it is 
rapidly broken down in the body and has only a 
slight affinity for the vital centers of the medulla, 
but also because it has wide therapeutic uses. In 
experiments on animals the lethal dose is from three 
and a half to four times the therapeutic dose. Never- 
theless, serious symptoms and deaths following the 
use of the drug are being reported (Baucker, 
Reschke, Petermann, Doederlein, and Joseph). All 
such sequele should be studied in order that the 
contra-indications to evipan-sodium may be deter- 
mined and its dangers eliminated. 

The author reports a sudden death under evipan 
narcosis which occurred with symptoms of cardiac 
paralysis. The patient was a man seventy-five years 
of age who presented the typical syndrome of ad- 
vanced senile atherosclerosis. He was also suffering 
from pulmonary emphysema, mild diabetes, and 
hepatic cirrhosis, but Moerl regards these complica- 
tions as of little importance in the effects of the 
anesthetic as the death was definitely a cardiac 
death. He emphasizes that in the cases of patients 
with severe circulatory disturbances, especially cir- 
culatory disturbances of a toxic nature, great care is 
necessary in the use of evipan-sodium. 

In the case of a person with a body weight of 90 
kgm., 0.09 c.cm. of evipan per kilogram (a total of 
8 c.cm., according to the recommendations of 
Specht) was injected without a preliminary narcotic. 
Sleep was induced immediately. Three minutes 
later death threatened suddenly. Ten cubic centi- 
meters of coramin and 1 c.cm. of lobelin were given 
intravenously at once, but after a few seconds respi- 
ration and the heart stopped. Artificial respiration 
and the intracardiac administration of 1 c.cm. of 
caffein and adrenalin were without effect. At 
autopsy, air embolism and fat embolism were ex- 
cluded. ‘The internal organs showed the changes of 
advanced atherosclerosis. Although the amount of 
evipan injected was 2 c.cm. less than that recom- 
mended by the manufacturer of the drug, the dose 
was too large for this particular patient. 


In conclusion the author says that the doses 
recommended by Specht usually produce a too pro- 
tracted and often undesirably deep narcosis instead 
of a rausch or brief narcosis and are too large for old 
and debilitated patients. The difficulties in the dos- 
age are the same as those in the use of avertin. The 
deciding factor with regard to the dose to be em- 
ployed in a given case seems to be the experience of 
the anesthetist. Ericu Hempet (Z). 


Gyllensvird, N.: Experimental and Cliriical Stud- 
ies on Avertin Anesthesia (Experimentelle und 
klinische Studien ueber Avertinnarkose). Acta 
chirurg. Scand., 1933, \xx, Supp. xxii. 


The author calls attention to the shortcomings of 
the Endrejat and the Beck and Lendle modifications 
of the Sebening method of determining inactivated 
avertin. As these procedures require from 10 to 20 
c.cm. of blood and 10 gm. of organic mass, they are 
inapplicable to children and small animals. More- 
over, the accuracy of the analysis is impaired by the 
fact that the empty titre values vary. The methods 
are very expensive because large amounts of tissue 
are required for extraction of the avertin. In the 
method proposed by the author, which is based on 
estimation of the bromine contained in the avertin, 
1 or 2 c.cm. of blood are sufficient for blood analysis 
during the anesthesia. 

It was found that during rectal anesthesia in ani- 
mals the avertin content of the blood has a certain 
relationship to reflex activity. Hence it is possible, 
in the cases of some types of animals, to determine 
the depth of anesthesia corresponding to a certain 
blood concentration within fairly close limits. As the 
avertin reaches a more or less definite concentration 
balance at a time corresponding to a certain depth 
of anesthesia, the avertin content of the blood shows 
varying values which are characteristic of different 
types of animals. After a constant concentration bal- 
ance has been reached the avertin content in all of 
these animals is the same at a certain depth of anes- 
thesia. 

To determine the concentration of avertin which 
is most suitable for anesthesia the author induced 
anesthesia with like doses of avertin in different con- 
centration under identical conditions in the same 
animal and determined the blood-concentration curve 
and the depth of theanesthesia. In rabbits, dogs, and 
cats, a 3 per cent solution given by rectum induced 
the most rapid and uniform anesthesia with less vari- 
ation and a flatter course of the blood-concentration 
curve than 1 and 2 per cent solutions. In man, the 
conditions are about analogous to those in rabbits. 
The author recommends that, in clinical cases, a 3 per 
cent solution be administered slowly and at a low 
pressure with the patient in the right lateral position. 
If the narcotic effect is insufficient, the resorption 
surface may be increased by changing the patient’s 
position. 

With regard to the question of the site of detoxica- 
tion of avertin, the author states that it is possible 
to follow the changes in avertin concentration in 
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directly by determining the blood-concentration 
curve of avertin. This shows a characteristic course 
for each type of animal. When large doses are used 
the curves are less uniform than when small doses 
are used because the blood concentration is influ- 
enced by various factors such as resorption, the 
rapidity of the circulation and respiration, and the 
diffusion power, which vary markedly in deep anes- 
thesia. Analysis of the elimination curves shows 
that the fall of concentration in the blood is always 
proportional to the blood concentration. At the be- 
ginning of anesthesia the avertin is stored in the fats 
and lipoids of the body, but later is returned to the 
blood, making the blood-concentration curves flat- 
ter in the later course of the anesthesia. Conse- 
quently, the anesthesia varies in obese and emaci- 
ated individuals, being shorter in the former. 

With regard to intravenous drop anesthesia, the 
author concludes that this is inapplicable to man not 
only because of the poor detoxication power of man, 
but also because large amounts of avertin are stored 
in the fatty tissues and released into the blood later, 
making the anesthesia unduly deep or prolonged. 

The entire amount of avertin leaves the body in 
the urine within forty-eight hours after the anes- 
thesia in the form of paired glycuronic acid. The 
ratio between the avertin concentration in the blood 
and in the brain is about 1:1.5. The content in the 
liver and kidneys is about the same as that in the 
brain, and the content in the musculature is about 


the same as that in the blood. The fatty tissues and 
the vagus nerve have a much greater content of 
avertin than the blood. In man, the avertin content 
in the fat from two to four hours after an intravenous 
infusion is much greater than the content in the 
blood and musculature. The avertin content of the 
blood cells and plasma is about the same. 

In children in good general condition the maxi- 
mum blood concentration is reached about thirty 
minutes after the termination of the intravenous 
infusion. Therefore operation should be delayed for 
that length of time in order to avoid the necessity 
of giving additional anesthetic. The resorption 
power is possibly poorer in children than in adults; 
hence children require larger doses. 

In individual cases it is very difficult to determine 
whether observed respiratory disturbances (as- 
phyxia) are of central or mechanical origin. On the 
basis of results obtained in experiments on animals, 
the author warns against underestimating the dan- 
ger of mechanically produced asphyxia. Prevention 
of this type of asphyxia requires constant control of 
the respiratory passages during the induction of the 
anesthesia and possibly the introduction of a Mayo 
tube. The lighting of the room should be sufficient 
for the easy recognition of cyanosis. The cause of 
the asphyxia may be, not a centrally produced re- 
spiratory disturbance, but a mechanical occlusion of 
the respiratory passages without the picture of 
choking. Louts NEuWELT, M.D. 
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Kiesel, M.: The Effect of the Roentgen Rays on the 
Metabolism of Cholesterin and Its Correction 
by the Oral Administration of Lipoids (Die 
Wirkung des Roentgenlichtes auf den Cholesterin- 
stoffwechsel und ihr Ausgleich durch perorale 
Lipoidzufuhr). Strahlentherapie, 1933, xlvi, 311. 

There is a large amount of literature on roentgen 
sickness and its dependence on the metabolism of 
cholesterin. In all cases in which the liver is directly 
in or near the field of irradiation general symptoms 
will be produced by the increased mobilization of 
cholesterin. 

The author reports studies of the cholesterin con- 
tent of the blood of animals and man which were 
made before and after intensive roentgen irradiation 
with and without the administration of therapeutic 
doses of lipoids. Phosphorus determinations were 
made at the same time as there seems to be an antag- 
onistic relationship between cholesterin and phos- 
phorus. The technique of the experiments is de- 
scribed in great detail. 

In animals a decrease in the cholesterin following 
irradiation could be determined with absolute cer- 
tainty, but there was nothing characteristic about 
the behavior of the phosphorus. The results follow- 
ing the administration of cholesterin in the form of 
colsil tablets were negative. It was only when choles- 
terin dissolved in oil was given that the figures for 
cholesterin remained the same or showed an increase 
soon after the irradiation. 

The studies on human beings were made chiefly on 
women who were being irradiated for cancer. Six 
hours after exposure to the rays there was a marked 
change in the level of the cholesterin followed by an 
attack of roentgen sickness. After twenty-four hours 
a marked decrease of the cholesterin was evident. 
Successful results from the administration of choles- 
terin depended upon the time at which the cho- 
lesterin was given. When colsil tablets were ad- 
ministered simultaneously with the irradiation the 
cholesterin curve did not sink and the incidence 
of roentgen sickness was reduced to the minimum. 

KESSLER (G). 


Caffier, P.: Irradiation of the Ovaries and Heredi- 
tary Injury as a Histological Problem (Keim- 
druesenbestrahlung und Erbschaedigung als histo- 
logisches Problem). Arch. f.Gynaek., 1933, cliii, 252. 


On the basis of experiences with Drosophila 
megalogaster and some other insects and plants, 
students of heredity have been claiming practical 
consequences from irradiation of the ovaries in the 
female of the human species and have been demand- 
ing that the practice of temporary sterilization be 
abandoned. Asa result, the Drosophila material has 


been studied more closely by others besides students 
of genetics. The following two notable facts have 
been revealed: 

1. Mutations after irradiation are much more 
frequent in males than in females. 

2. A rapid fall in the mutation rate occurs when 
the opportunity for copulation is given to the insect. 

These facts have been cited as reducing the danger 
of injury to the germ in the case of the human fe 
male. Students of heredity reject this theory, point- 
ing out that, in woman, all of the ova are struck by 
the ray as ova, whereas in the Drosophila there is a 
continuous formation of new ova. It was therefore 
necessary to determine whether this rejection is 
justified. 

The first question asked was whether a certain 
kind of cell has a specific radiosensitivity. The nega 
tive answer is based on the similar structure of all 
kinds of cells. The difference in the degree of effect 
is attributed to the growth potency of the tissue 
under consideration. Newer evidence in support of 
this theory has been obtained from experiments iy 
vitro. A culture with a high rate of speed of prolifera 
tion reacts readily, its growth being therefore rap- 
idly checked by irradition. The etfect can be in- 
creased by repeated transference of the culture to 
fresh media. Apparently the mitosis is the chief 
factor determining the irradiation injury. Experi 
ments by Kemp and Juul have shown that in irradi- 
ated cultures absence of new prophases is noted at 
first, ie., that at first no new cells divide after the 
irradiation. Accordingly the cells ready for division, 
rather than the cells in the act of dividing, are, in a 
certain sense, the most delicate reagents. When this 
knowledge is applied to the problem of the sex cells, 
it is not surprising that mature sex cells are so par 
ticularly radiosensitive. 

In recent times the relationship between radio 
sensitivity and metabolism has been much dis 
cussed. It is still an open question whether meta 
bolic processes take place in the cell nucleus or in the 
cell body. Irradiation experiments carried out by 
Philipp on lower animals throw particular light on 
the importance of the cell body. The more thinly 
fluid the cell contents, the more sensitive is the cell 
to irradiation insult. However, as the transition 
from a viscous fluid to a thin fluid phase is a neces 
sary preliminary to cell division and possibly causes 
cell division, it is perhaps here that we must seek for 
the factor determining radiosensitivity. All mature 
sex products are ready for division, i.e., they have all 
completed the change of phase and consequently are 
all ‘at the maximum of radiosensitivity. 

After presenting these theories Caftier reviews 
separately the histology of the Drosophila testis, the 
mammalian testis, the Drosophila ovary, and the 
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human ovary, and points out that in the human 
ovary, in contrast to the three other organs in which 
the development of the sex products takes place 
from beginning to end in the testis or ovary, there is 
absolute rest instead of rapid division. All the cells 
of the ovum, with the exception of one mature and a 
few maturing cells, are fully developed up to the 
maturation process. Consequently, there exist, as 
regards the vital processes of these cells, a perma- 
nence of rest, a state far removed from processes of 
division, a minimum of metabolic processes. Ex- 
periments have shown that from this slight readi- 
ness to react there results slight readiness to receive 
injury. The immature cells of the ovum may be 
compared, in a sense, to a culture from which rapid 
proliferation is absent. 

In connection with these investigations of Pincus, 
experiments to solve the problem of the different 
behavior of mature and immature ova in the mam- 
mal were made. They showed that mature, in con- 
trast to immature, rabbit ova possess such a high 
grade of readiness to react that even without the 
specific stimulation of union with the partner cell 
they can be induced to show cell division in vitro. 
Immature ova, on the contrary, do not develop in 
any way under the stimulation of explantation. 

If in the search for an explanation of irradiation 
injury one goes back to the difference in the be- 
havior of mature and immature sex products the 
difference in the mutation percentage after irradia- 
tion of Drosophila males and females is explainable. 
The number of mature female sex products at any 
time is small even in Drosophila, whereas the num- 
ber of male sex products is enormously large. 

Another factor against danger of race injury from 
irradiation of the ovary in the human species is the 
large number of chromosomes. The importance of 
this factor was evidenced by the results of Stadler’s 
experiments on plants, which showed a decrease of 
mutations and an increase in the number of chro- 
mosomes after irradiation. 

There is no reason why, for spontaneous muta- 
tions also, the same point of time (namely, the 
moment of maturation of the sex products) should 
not be assumed for the occurrence of the effect, since 
“spontaneous” does not signify absence of injury, 
but injury from an unknown cause. Radio-activity 
is only one among the many possible causes of in- 
jury. Recent experiments with Drosophila show 
that difference in temperature is a comparable cause 
of injury. 

The interest in the problem is explained by the 
practical application of the scientific conclusions 
that is being demanded of the medical profession. 
Heretofore this has concerned only roentgen ac- 
tivity. Diathermy must soon be drawn into the in- 
quiry. The previously purely imaginary danger of 
injury to the germ from roentgen irradiation in mam- 
mals prompted the author to collect the material for 
this article to show that the exonerative factors can- 
not be regarded as details but possess a basic impor- 
tance. No doubt is cast on the statements made by 


investigators in the science of heredity, but the pos- 
sibility of a histological explanation of the observed 
phenomena is pointed out. 


CAFFIER (G). 


Russ, S., and Scott, G. M.: Variations in the Re- 
sponse of Tumors to Sublethal and Lethal 
Doses of X-Rays. Brit. J. Radiol., 1933, vi, 451. 


The authors report experiments carried out to de- 
termine the effects of various doses of roentgen rays 
upon tumors of a strain of Sarcoma F 16 in rats. 
The variable factors are described and the results 
obtained are shown by graphs and compared with 
the rate of growth of a typical control group of 
tumors under normal conditions. The following con- 
clusions are drawn: 

1. The way in which tumors will respond cannot 
be accurately predicted from the dose of roentgen 
rays given unless the dose is very large. 

2. After a moderate amount of irradiation there 
is always some slowing up of the rate of tumor 
growth. If the tumor remains stationary for some 
weeks and does not diminish in size, it will probably 
grow eventually. Tumors which are going to dis- 
appear as the result of irradiation generally show 
some reduction in size soon after the exposure. 

3. The reaction of tumors to a given dose of 
irradiation shows a definite variation, the cause of 
which is unknown. 

4. There is considerable evidence to show that 
the absorption of irradiated tumor cells is able not 
only to immunize a susceptible rat to subsequent 
inoculation of that particular tumor, but also to 
retard the growth of an established tumor. When 
irradiated tumor tissue is used to immunize a num- 
ber of rats against subsequent inoculation there will 
always be a few cases in which the immunizing dose 
appears to have practically no effect, regardless of 
the attention paid to technical detail. Why some 
of the rats fail to react to the immunizing dose is not 
known. In the experiments reported, two tumors 
given the same dose of irradiation reacted differently. 

5. So far as they go, the experiments reported in 
this article show that the interval between doses of 
roentgen rays is of paramount importance in de- 
termining the subsequent fate of the tumor cells, 
and that the size and rate of growth of the tumor 
at the time of the roentgen-ray exposure has appar- 
ently an important bearing on the final result. 

Apote# Hartune, M.D. 


RADIUM 


Spear, F. G., and Grimmett, L. G.: The Biological 
Response to Gamma Rays of Radium as a 
Function of the Intensity of Radiation. Brit. J. 
Radiol., 1933, vi, 387. 

The 4-gm. apparatus was used in experiments to 
determine its variation in the biological effectiveness 
of gamma irradiation with variations in intensity. 
Tissue cultures were exposed to irradiation and com- 
putations made of the effect on cell division. The 
cultures were exposed for varying lengths of time. 











The material consisted of the choroid and sclerotic 
coats of fowl embryos grown in fowl plasma and 
chicken extract. Tests of the tissue cultures made 
beforehand demonstrated that mature preparations 
reached an average figure of mitosis which remained 
constant for about twenty hours. Because of this 
constancy, counting of the mitoses per culture is a 
convenient method of obtaining a quantitative 
measurement of the effects of physical agents upon 
cell division. Hanging drop cultures were used ap- 
proximately twenty-four hours after the second sub- 
cultivation. Three and six-tenths grams of radium 
were employed in the form of eighteen tubes of 
monel metal each 1.46 mm. long and 4.6 mm. in 
diameter, having a wall thickness of 0.3 mm., and 
containing 200 mgm. of radium element. The tubes 
were placed on end with the long axis vertical and 
arranged in a horizontal circle by means of a wooden 
disk. The diameter of the circle was 8.4 cm. A brass 
plate 2.0 cm. thick was placed between the radium 
and the culture to absorb all primary beta irradia- 
tion. The apparatus is shown by diagrams. 

An attempt to determine intensity by ionization 
methods having proved unsuccessful, calculation of 
intensity values was done. ‘The intensity unit 
adopted was that of Sievert, namely, 1 mgm. of 
radium at a source point acting at a distance of 
1 cm. and‘filtered by 0.5 mm. of platinum. 

Six experiments were performed with varying in- 
tensities obtained by varying the distance between 
the radium and the culture. The object of the experi- 
ments was to determine the effect of gamma rays 
from 3.6 gm. of radium upon cell division in tissue 
cultures iz vitro and to compare the results when 
different intensities were used. Two sets of cultures 
were*employed, one exposed to irradiation at room 
temperature and the other unexposed. Before being 
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fixed and stained, both sets were placed in the in- 
cubator for eighty minutes. The eighty-minute in- 
terval is explained as the “latent period.” 

In Experiment 1 a distance of 5.92 cm., an in- 
tensity in Sievert units of 62.2, and a screen of 1.3 
mm. of platinum equivalent were used. In other 
experiments other distances and intensities were em- 
ployed. The complete data of one series of experi- 
ments are shown in tables, and the results with the 
various intensities are shown by tables and curves. 
The results seem to confirm other observations of the 
effects of irradiation on tissue cultures, namely: (1) 
that with a given intensity of gamma rays, a gradual 
increase in the exposure leads to a progressive fall in 
the number of cells in division seen in the cultures 
eighty minutes after irradiation, and (2) that with a 
given duration of exposure an increase in intensity 
causes an increase in the proportion of cells aflected 
by the irradiation. From the results it is possible to 
obtain a table which shows the dose required at each 
intensity to produce a given percentage of fallin cell 
division. 

These experiments confirmed the theory that the 
biological efficiency of irradiation may depend upon 
the rate at which the energy is absorbed; that is, that 
the biological effect may be a function of the in- 
tensity of the irradiation. Therefore, it is concluded 
that as far as the experiments have gone they sug- 
gest that the observed difference in biological effi- 
ciency can be attributed to the intensity of the 
irradiation alone. The biological effect increases 
with an increase of intensity up to a certain critical 
value. Beyond this point the irradiation required to 
produce a certain given effect remains practically 
constant. The experiments were interrupted by the 
dismantling of the 3.6 gm. apparatus. 

A. JAmMes Larkin, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Collens, W. S., and Boas, L. C.: Absorption of Dex- 
trose by Rectum. Arch. Int. Med., 1933, lii, 317. 


In the cases of twenty-four non-diabetic and seven 
diabetic fasting patients from 20 to 100 gm. of 
dextrose in various concentrations were adminis- 
tered rectally one hour after a cleansing enema. Two 
hours later a 500-c.cm. enema was given and the 
evacuation tested for sugar. Blood-sugar deter- 
minations were made before the administration of 
the glucose and half an hour and one and two hours 
afterward. 

In the non-diabetic groups an increase in the blood 
sugar of from 16 to 25 per cent was found and the 
amount of dextrose recovered varied between 10 
and 25 per cent. In the diabetic group the findings 
were similar except in the cases of two patients who 
showed no rise in the blood sugar and one patient 
who showed a 20 per cent drop. All presented evi- 
dence of the rectal absorption of glucose. 

The authors conclude that dextrose is absorbed 
when it is given by rectum, and that the amount 
absorbed is sufficient to warrant recognition of the 
administration of dextrose by rectum as a thera- 
peutic procedure of value. 

WALTER H. Napier, M.D. 


André-Thomas, A.: Tumors Comparable to Gli- 
omata Formed in the Muscles of the Thigh 
Following Trauma (Tumeurs comparables a des 
tumeurs glomiques développées dans les muscles de 
la cuisse 4 la suite d’un traumatisme). Amn. d’anat. 
path., 1933, X, 657. 


The author reports the case of a man aged twenty- 
seven years who consulted him in October, 1930, on 
account of constant severe pain on the inner side of 
the left thigh at the junction of the middle and upper 
thirds and over the upper border of the internal con- 
dyle of the left femur. Pressure on these areas caused 
great pain, and walking and mounting stairs aggra- 
vated the symptoms. The thigh was atrophic, 
and the left leg colder than the right, but there was 
no definite evidence of a peripheral nerve lesion. 

In June, 1928, the patient had traumatized the 
inner side of the left thigh in falling off a bicycle. 
The atrophy and pain began eighteen months later. 
At operation under local anesthesia a mass the size 
of an almond was found in the superficial fibers of the 
vastus internus muscle. The tumor was very painful 
when touched, slightly adherent to the muscle fibers, 
and attached at its proximal end to a small cord-like 
structure which appeared to be a nerve filament. On 
section, it presented a surface of cicatricial tissue 
with a hemorrhagic grayish core. Histological study 


revealed an irregular mass of round and polyhedral 
cells buried in connective tissue which lacked definite 
walls and was surrounded by a large amount of 
collagen. Mitotic figures were few. 

After removal of the tumor the pain in the upper 
thigh ceased, but the pain over the internal condyle 
of the femur persisted. 

At operation in the latter area, performed in May, 
1931, a similar tumor the size of a pea was found in 
the muscle. 

The spontaneous and provoked pains suggested 
that the neoplasms were peripheral neurogliomata 
or neuromata, but histological examination ruled 
out this diagnosis. Roussy and Oberling, who stud- 
ied the sections, were struck by the resemblance of 
the tumors to the “arterial angioneuromata” de- 
scribed by Masson. 

The fact that the first tumor was embedded in 
cicatricial tissues suggested a traumatic origin. 

On account of their slow growth and small size and 
the scarcity of mitoses, the neoplasms are believed to 
be benign. ‘ 

Removal of the tumors in the author’s case was 
followed by complete relief of the pain and the return 
of function. KELLOGG SPEED, M.D. 


Taylor, A. C., and Moore, E.: Multiple Haemangi- 
omata Showing Certain Malignant Characteris- 
tics in an Infant. Am. J. Cancer, 1933, xix, 31. 


The occurrence of multiple haemangiomata in 
several organs is not uncommon. Such tumors occur 
most frequently in adults; very few are found in 


children. The authors report the case of three- 
month-old female infant with multiple hemangi- 
omata in the skin, liver, and lungs. The tumors 
differed in certain characteristics. In the liver they 
showed a distinct tendency to invade the host tissue, 
whereas in the skin and lungs invasive activity was 
much less marked or almost entirely lacking. The 
difference in the behavior of the angiomata in the 
liver may possibly have been due to lesser resistance 
of the soft liver tissue to the invasive activity of the 
tumor elements. It is conceivable also that.the liver 
tissue may have exerted a stronger attraction to the 
endothelial cells of the tumor tissue than the lungs 
and skin tissue. While in the skin and the lungs the 
tumor cells formed mainly typical capillaries and 
only relatively seldom more solid strands of tumor 
cells, formations of the latter type were found quite 
commonly in the liver, where the endothelial cells in 
many places pushed their way into the lumina of the 
vessels, forming irregular cell strands. They were 
growing also as more solid strands outside the capil- 
laries, indicating a tendency toward increased motor 
activity which may have been related to their tend- 
ency to invade the surrounding tissue. 
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In other words, some of the tumors had assumed 
properties which are considered characteristic of 
malignant growth, but in other respects, such as pro- 
liferative activity and cytoplasmic and nuclear struc- 
ture, their characteristics were those of benign 
growths. 

While it is possible that in this case, as in some of 
the previous cases in which angiomatous nodules 
were found in the lungs, the lung nodules were me- 
tastases from nodules in the liver, it is possible also 
that they were primary pulmonary tumors due to 
factors similar to those acting in the skin and liver. 

Joseen K. Narat, M.D. 


Arndt, G.: Carcinoma Arising in Scars Due to 
Burns and Symmetrical Carcinoma of the Ex- 
tremities (Ueber den Brandnarbenkrebs und das 
symmetrische Carcinom der Extremitaeten). Beitr. 
zs. klin. Chir., 1933, clvii, 305. 

The author reports the case of a woman who de- 
veloped a squamous-cell carcinoma on correspond- 
ing parts of both legs forty-one years after a burn 
sustained in childhood. He then reviews briefly the 
histories of ninety-nine cases of carcinoma develop- 
ing after a burn which he collected from the litera- 
ture. Attention is called to the fact that in the au- 
thor’s case the ulcers in the scars healed when, at the 
age of twenty-six years, the patient was nursing a 
child and opened again when the child was weaned. 

In discussing the cause of the development of car- 
cinoma in scars the author cites, in addition to the 
theories of Cohnheim, Ribbert, and Virchow, the 
theories of A. and F. Theilhaber, who attribute the 
epithelial proliferation to a chemical change in the 
mesodermal tissue brought about by the scar. Dur- 
ing youth, these changes are prevented by good cir- 
culation, but in old age they are brought about by 
disturbances in metabolism (vascular occlusion, con- 
traction of scar tissue, new tissue damage). The 
scars of burns are very frequently the sites of scar 
cancer. Nine per cent of carcinomata of the ex- 
tremities and o.1 per cent of all carcinomata arise in 
burn scars. 

A distinction must be made between carcinomata 
arising after a single burn and those arising after pro- 
tracted exposure to heat, and between carcinomata 
developing very soon and those developing many 
years after the injury. 

The development of carcinoma after an interval 
of years occurs chiefly in persons who were burned 
early in life, particularly those burned before the 
tenth year of age. Burns sustained at more ad- 
vanced ages are followed by carcinoma without an 
intervening time interval. In cases in which a severe 
burn is sustained in youth the danger of the develop- 
ment of cancer is present throughout life, whereas 
in cases in which a burn is sustained at a mere ad- 
vanced age and healing occurs rapidly, this danger 
is practically over after a year. The average interval 
before the development of carcinoma is thirty-three 
vears. In six cases it was more than sixty years, and 
in one case, sixty-nine years. The average age of the 


patients is forty-seven years. The younger the pa- 
tient at the time of the burn the longer the interval 
before carcinoma occurs. 

The extremities are the most frequent sites of car- 
cinoma arising in a burn scar because they are mos 
exposed to burns. 

On account of the possibility of complete removal 
of the carcinomatous tissue, the prognosis for cure 
is favorable. Recurrences may develop after weeks 
or months, but have not been known to occur after 
two years. According to reports in the literature, 
the incidence of permanent cure ranges from 35 to 70 
per cent. In the author’s cases it was 62 per cent. 

Carcinoma in burn scars is a cornifying squamous 
epithelial carcinoma. Only nine cases of bilateral 
carcinoma have been recorded in the literature. No 
other case of bilateral carcinoma in burn scars has 
been reported. It is not known what proportion of 
persons with burns will develop carcinoma in the 
burn scars. RUEDEL (Z). 


Baker, H. S.: The Treatment of Cancer with Con- 
nective Tissue Extracts. Lancel, 1933, CCxXv, 643. 


Baker assumes the existence of a factor which in- 
hibits the tendency of living cells to reproduce them- 
selves indefinitely. He believes that this factor is a 
substance secreted locally outside the blood stream 
and discharged into the lymph, and that if a cell or 
group of cells is deprived of adequate inhibition—e.g., 
by lymph stasis or failure of secretion—it will re- 
assert its fundamental tendency toward unlimited 
growth. 

He regards it as not impossible that the inhibitory 
factor is an enzyme, that its major function is lipo- 
lytic, that it is secreted in the connective tissues, 
functions to the best advantage in the area of its 
secretion, and in normal persons is destroyed in the 
lymph glands or the blood stream. 

The treatment described is intended to introduce 
this essential substance into the carcinoma by the 
intravenous administration of an extract of connec- 
tive tissue derived from an area in the pig or cow 
which corresponds to that of the primary growth in 
the patient. Baker has found that following this 
treatment the patient loses his cachectic appearance 
and the carcinoma diminishes in size and becomes 
attenuated in vigor. These changes suggest that by 
repeated courses of treatment at increasing intervals 
the carcinoma may be deprived of its power to de- 
stroy life. Assuming that the inhibitory factor has 
been introduced into the blood stream in sufficient 
quantity and is circulating, Baker believes it will 
attack the overgrowth of cells—at any rate, cells 
from its own area—wherever it may meet them. That 
is to say, its action can be expected to affect metas- 
tases as well as the primary growth. 

In none of the thirteen cases to which the de- 
scribed treatment was applied was there any lack of 
response. One patient has survived in relative com- 
fort for a year longer than was expected. 

The method employed in making the breast ex- 
tract is as follows: 
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Thirty-three grams of connective tissue were ob- 
tained from 123 gm. of sow breast and thoroughly 
ground with fine sand in 10 c.cm. of glycerin. Ninety 
cubic centimeters of water were then added and the 
whole was filtered through a Seitz filter at the maxi- 
mum pressure consistent with effective sterilization. 
One-half per cent phenol was then added, the re- 
action adjusted, o.5 per cent sodium phosphate 
added, and the pH checked. One-tenth per cent 
sodium taurocholate and o.1 per cent sodium glyco- 
cholate were then added, the pH was again adjusted, 
and the extract was boiled in nitrogen. 

The activity of the extract thus prepared is re- 
tained only for from ten to fourteen days. At the end 
of that time precipitation may occur. 

In every case the preliminary dose was 1 c.cm. 
Subsequent doses were increased gradually to over- 
come a postulated increasing resistance of the blood 
to inhibition. The maximum dose was 25 c.cm. 
The interval between doses should not exceed four 
days. 

The immediate result of the injection is flushing of 
the skin in the region of the needle. This is followed 
within about thirty seconds by flushing of the face, 
suffusion of the conjunctive, and discomfort in the 
tongue sometimes amounting to pain. If large doses 
are given these symptoms are followed by a throb- 
bing headache which may last for half an hour. In 
one case rigors occurred. JosepH K. Narat, M.D. 


Carmona, L., and Grassellino, V.: The Oncogenous 
Action of Tar Subjected to Diverse Physical 
Treatments. I. Finely Divided Tar (Sull’azione 
oncogena del catrame sottoposto a diversi tratta- 
menti fisici. I. Catrame finamente suddiviso). 
Clin. chir., 1933, iX, 749- 

The authors review the literature on tar cancer 
and particularly the more recent work of Kotzareff 
who, using an electrolyzed tar preparation, was able 
to produce tumors in sixteen days. Kotzareff con- 
cluded that the electrolysis caused a dissociation of 
the molecules so that the active oncogenous princi- 
ple of the tar was more readily absorbed. 

In order to study this phenomenon, the authors 
prepared an emulsion of tar with agar. The tar par- 
ticles as determined microscopically averaged about 
the size of a red cell, but many were smaller. In the 
first series of experiments the injection of the emul- 
sion in relatively large amounts produced death of 
all of the animals. The emulsion was relatively more 
toxic than preparations of unemulsified tar. The 
injection of smaller doses of the tar emulsion did not 
cause any toxic symptoms. In the minutely divided 
particles of tar the authors were unable to demon- 
strate any oncogenous properties comparable to 
those noted by Kotzareff. 

In the course of their experiments the authors ob- 
served the formation of a cyst at the site of the in- 
jection of tar in the subcutaneous tissue of the ear of 
the experimental animal. The cyst was lined with 
dermal epithelial elements and was connected with 
the exterior by a very small opening. The authors 


believe that cysts of this type are formed by in- 
growth of the epithelial cells of the skin along the 
needle track to surround the injected material. The 
chemical nature of the injected material may also be 
a factor in their formation. Peter A. Rost, M.D. 


Carmona, L.: Oncogenous Action of Tar Subject- 
ed to Various Physical Treatments. II. Tar 
Subjected to the Action of the Roentgen Rays 
(Sull’azione oncogena del catrame sottoposto a 
diversi trattamenti fisici. Catrame sottoposto all’ 
azione dei raggi Roentgen). Clin. chir., 1933, ix, 865 

Following the researches of Kotzareff revealing 
the extraordinary oncogenetic action of tar subjected 
to the electrical current the author undertook studies 
to determine whether changes would develop from 
the application of tar previously subjected to the 
action of the roentgen rays. The tar was irradiated 
with a definite dose of roentgen rays for periods of 
fifteen and thirty minutes. Animals painted with 
this tar seemed to fail faster than the controls which 
were painted with non-irradiated tar. 

In the animals painted with the irradiated tar 
death occurred sooner than in the controls and was 
accompanied by marked generalized circulatory and 
degenerative changes. The oncogenetic power of the 
irradiated tar did not seem particularly changed. 

The author believes that the generalized changes 
were due in some way to the action of the roentgen 
rays. He suggests that the rays may change some 
substance in the tar so that it becomes more toxic, 
some of the rays may be retained in the tar and 
passed to the animal, or the rays may affect the skin 
so that the tar itself causes the injury. 

A. Louts Rost, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Epstein, J. W., and Grossman, A. B.: Bacillus 
Pyocyaneus in Children. Am. J. Dis. Child., 
1933, Xlvi, 132. 

Bacillus pyocyaneus, although of slight patho 
genicity in adults, may be particularly virulent in 
children, especially infants. It attacks the skin more 
frequently than any other structure of the body, 
and the skin is usually the portal of entry in cases 
of systemic infection. Characteristic of the infec- 
tion are necrotic ulcerations which are especially 
apt to occur in the anorectal and genital regions 
Umbilical wound infections may result in septi 
cemia. Not infrequently, the bacillus pyocyaneus 
is the cause of otitis media, which is one of the most 
common infections of childhood. Pyocyaneus in 
fection of the eyes is rare in children because it 
usually follows an industrial injury. The organisms 
often mfect the respiratory system. Not uncom 
monly they invade the gastro-intestinal tract. Epi 
demics of summer diarrhoea may result from such 
infection. Infection of the urinary tract and the 
meninges are relatively infrequent. Blood infection 
and lesions of the bones occur occasionally. 
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The authors report a fatal case ofgbacillus pyo- 
cyaneus infection in a child seven years of age. Two 
days before admission to the hospital, the patient 
had a temperature of 104 degrees F. and complained 
of excruciating pain in the region of the rectum. 
Rectal examination was negative except for pain. 
The temperature was of the septic type. Four days 
after the onset, pericarditis developed. Eleven days 
after the onset, under nitrous oxide anesthesia, 
gangrenous areas about the rectum were incised. 
No pus was obtained. A culture made from the 
gangrenous tissue showed an abundant growth of 
bacillus pyocyaneus. Four days later the patient 
was comatose, the abdomen became distended, and 
purpuric spots appeared over the mid-dorsal and 
sacral regions. Death occurred the following day. 
During the illness the leucocyte count was low, 
ranging from 3,200 at the time of the patient’s ad- 
mission to the hospital to 1,600 two days before 
death. At autopsy, a culture of the heart blood and 
from the gangrenous region of the buttocks yielded 
an abundant growth of bacillus pyocyaneus and 
bacillus coli. 

In conclusion the authors state that, because of 
the characteristic skin lesions, the diagnosis of ba- 
cillus pyocyaneus infection is not difficult. 

ALTON OcHSNER, M.D. 


Germain, H.: The Therapy of General Strepto- 
coccic Infection (De la thérapeutique de l’infec- 
tion générale streptococcique). Rev..de chir., Par., 
1933, lii, 423. 

The author includes with cases of general strepto- 
coccic infection all cases in which streptococci or 
their toxins are present in the blood stream with or 
without metastasis. He points out that, during life, 
the blood is not a good culture medium for strepto- 
cocci. Therefore the organisms do not multiply 
but are merely transported in the blood stream. 
They may be killed off or may lodge in the various 
tissues and give rise to new points of inoculation. 
The primary infection may have its origin in very 
small foci in the skin, tonsils, teeth, or nose which 
require a careful search for their discovery. The 
streptococcus is an important factor in suppurative 
thrombophlebitis. ‘The demonstration of strepto- 
cocci in the circulating blood is not always proof of 
a grave general infection as the organisms may be 
thrown out from a focus and rapidly destroyed. To 
a certain extent, variations in the virulence of strep- 
tococcic infection depend upon the strain of the 
organism. 

Prophylactic measures against general strepto- 
coccic infection are strict asepsis, proper drainage 
when it is impossible to remove the focus completely, 
the use of the diathermy knife, and sterilization of 
the infected areas by the Carrel technique. 

Curative treatment depends to a great extent 
upon proper handling of the primary focus. Under 
different conditions this demands different measures 
such as: (1) total eradication of the focus, (2) drain- 
age, (3) amputation, and (4) ligation or resection 


of the efferent veins. At all times it must be borne 
in mind that interference should either be very 
drastic or else associated with minimal operative 
trauma. Secondary metastases should be cared for 
in the same manner. 

The author discusses also biological procedures: 
(1) Fochier’s method of producing a sterile abscess 
in an effort to cause a hyperleucocytosis, (2) the in- 
jection of milk or peptone, (3) the use of colloidal 
metals, (4) the use of streptococcic vaccines and the 
local application of bacterial products, (5) the use of 
anti-streptococcic serum, (6) transfusion and im 
munotransfusion (Wright), (7) the use of bacterio 
phage, and (8) chemotherapy with such substances 
as sodium salicylate, urotropin, mercurochrome, so- 
dium nucleinate, and isotonic glucose. 

In conclusion Germain states that a combination 
of surgical treatment of the focus by the methods 
described and adequate anti-streptococcic serum 
therapy or immunotransfusion yields the best re- 
sults in cases of the type under discussion. 

Marsu W. Poor, M.D. 


DUCTLESS GLANDS 


Hubble D.: The Influence of the Endocrine System 
in Blood Disorders. Lancet, 1933, ccxxv, 113. 

This article presents a thorough review of the 
literature on the experimental and clinical evidence 
relating to the effect of the thyroid, adrenal cortex, 
and the anterior lobe of the pituitary gland on 
hamatopoieses. The second part of the article is de- 
voted to some interesting hypotheses on endocrine 
dysfunction as a cause of blood dyscrasias. 

From the literature it appears that the thyroid 
hormone stimulates the formation of erythrocytes 
and lymphocytes and has a tendency to depress the 
granulocytes. The adrenal cortex stimulates the 
formation of granulocytes and possibly has some 
stimulating effect on erythropoiesis. ‘The basophile 
cells of the anterior lobe of the pituitary gland 
stimulate all types of blood cells, giving rise to the 
picture of polycythemia. On the basis of these facts 
it is suggested that blood disorders with hyperplasia 
or hypoplasia of the blood cells may be secondary to 
excessive or deficient endocrine function. The author 
summarizes this relationship in the following table: 
Pituituary basophilic excess. . 

Pituitary basophilic deficiency , 

Cortico-adrenal excess Or ely ee My 

Cortico-adrenal deficiency 
(with ovarian deficiency).... 


Polyeythemia vera 
Aplastic anaemia 


logenous leukaem 


Agranulocytic angina 
Lymphatic leukaemia 


Thyroid dysfunction. . . Minavetic teukatine 
\ 


Many observations reported in the literature 
support such an etiological relationship. 

The occurrence of polycythemia in pituitary 
basophilism and the similarities between exoph 
thalmic goiter and chronic lymphatic leukemia as 
regards symptoms, basal metabolism, and response 
to iodine are discussed at length. Further lines of 
investigation are suggested to test the hypotheses 
presented. Howarp L. Avr, M.D 
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Christie, R. V.: The Function of the Carotid Gland. 
I. The Action of Extracts of a Carotid Gland 
Tumor in Man. Endocrinology, 1933, xvii, 421. 


Extracts of a carotid gland tumor in which the 
morphological character of the cells was comparable 
to that of the cells of the normal carotid gland were 
found to contain, in high concentration, a thermo- 
stable vasodepressor principle which differs in its 
properties from acetyl choline, adenylic acid, and 
histamine. The author suggests the name of “carot- 
idin” for this substance. Its action on the blood 
pressure, the pulse rate, and the virgin uterus is di- 
rectly opposite to that of adrenalin. As far as is 
known, neither the carotid gland nor the sinus has 
any sympathetic innervation. 

GerorcE A. Co.ttett, M.D. 


Christie, R. V.: The Function of the Carotid Gland. 
II. The Action of Extracts of the Carotid Gland 
of the Elasmobranch. Endocrinology, 1933, xvii, 
433- 


The carotid gland of the elasmobranch has been 
shown to contain two active principles. The one, a 
vasopressor principle acting on the constrictor myo- 
neural junctions, is indistinguishable from adrenalin. 
The other, a vasodepressor principle for which the 
author suggests the name “‘carotidin, 


” 


is similar in 


its action on the blood pressure and the virgin 
guinea-pig uterus to the principle which he isolated 
from a human carotid gland tumor. 

GeorcE A. CoLtett, M.D. 


EXPERIMENTAL SURGERY 


Howes, E. L.: The Strength of Wounds Sutured 
with Catgut and Silk. Surg., Gynec. & Obst., 1933, 
lvii, 309. 

Experimental wounds in the stomachs of rats 
which were sutured with catgut and silk of the same 
and different sizes demonstrated that fibroplasia 
began earlier and the wounds gained strength more 
rapidly when the suturing was done with silk than 
when it was done with catgut. Microscopic sections 
showed the exudative phase to be of shorter duration 
in the wounds sutured with silk than in those sutured 
with catgut. The larger sizes of silk or catgut gave 
no additional strength to the wounds either immedi- 
ately after the suturing or during healing. 

The efficacy of catgut and silk as suture materials 
and the indications and contra-indications for their 
use are discussed. The author states that silk must 
be employed by a definite technique, and that catgut 
would have greater efficiency if it were used accord- 
ing tothesametechnique. Jacos M. Mora, M.D. 
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